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Atkins, R. T.: A Report of Forty Cases of Lateral 
Sinus Thrombosis. .V. York State J. M., 1924, 
xxiv, 885. 

Thrombosis involving the lateral sinus, jugular 
bulb, and internal jugular vein and occurring as a 
complication of otitis media and-mastoiditis is most 
commonly found in young adult males, and in a 
large percentage of cases appears on the right side. 

It occurs as the result of acute and chronic infec- 
tive processes, but is slightly more common after the 
former. In the chronic cases it is very frequently 
associated with cholesteatomata. 

It begins after a period varying from a few days to 
several weeks. The very carly cases are usually 
severe as in these the infection is more virulent than 
in the later cases and there is less time to build up 
local resistance. It is the latent type, however, that 
offers the greatest difficulty in the diagnosis. 

The organism most commonly found is the he- 
molytic streptococcus. Positive blood cultures are 
obtained in about 50 per cent of the cases. 

The infection usually spreads by continuity, as 
evidenced by diseased bone adjacent to the lateral 
sinus and marked inflammatory changes in the sinus 
wall. Occasionally, however, it spreads through the 
lymphatics and venules without leaving visible evi- 
dence, the outer coat of the sinus appearing normal. 

In the majority of cases the thrombus is of the 
occluding type and shows changes of softening and 
pus formation, depending upon the length of time 
it has been present and the presence of organisms. 
The formation of the clot is the body’s method of 
walling off the infection. The first stage is the mural 
formation. Undoubtedly this is present in cases 
reported as having no clot. 

The most common location of the clot is the de- 
scending limb of the lateral sinus, and the next most 
common the jugular bulb. 

The internal jugular vein is involved in slightly 
less than half of the cases. Occasionally there is 
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thrombosis, but as a rule there is only an inflamma- 
tion of the wall and the surrounding structures. 

The most common sign of sinus thrombosis is an 
elevation in the temperature. An unaccountable 
elevation in the temperature occurring during an 
attack of otitis media or mastoiditis or following a 
mastoid operation should be looked upon with sus- 
picion. When the process is well walled off the 
temperature may be normal or subnormal. 

There is nothing characteristic in the pulse rate as 
it usually corresponds to the temperature. Involve- 
ment of the vagus may cause it to be intermittent. 
A slow pulse usually indicates some other intra- 
cranial complication. 

A rise in the temperature is usually accompanied 
by rigors. Between the paroxysms there is a feeling 
of well being which is fairly characteristic. 

Headache is a common symptom, and is usually 
indicative of extensive involvement. 

Nausea, vomiting, and pain in the ear and neck 
are occasional symptoms. Involvement of the tenth, 
eleventh, and twelfth nerves sometimes occurs and 
produces symptoms. 

More serious symptoms, such as drowsiness, 
stupor, convulsions, etc., may also occur in sinus 
thrombosis, but are usually due to an extension to 
the meninges or brain substance. 

Metastases are common, especially in the joints, 
muscles, and synovial membranes, but are less com- 
mon in the lungs. 

The combination of an elevation in the tempera- 
ture, particularly of the remittent and intermittent 
type, chills, and a positive blood culture makes the 
diagnosis certain. There are, however, atypical and 
latent cases in which considerable study and some- 
times an exploratory operation is necessary to de- 
termine the diagnosis. 

The X-ray offers no help in the diagnosis. The 
blood picture is one of a mild leucocytosis with 
a polynuclear count depending upon the patient’s 
resistance. In uncomplicated cases the spinal fluid 
sometimes shows increased pressure. The fundus of 
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the eye often presents a picture of beginning optic 
neuritis before operation and almost invariably a 
choked disk after operation. 

Early operative interference is the only rational 
treatment. To wait for a positive blood culture in 
every case is dangerous. In suspected cases ex- 
ploratory incision of the lateral sinus is justifiable. 

There is no routine operative treatment. Each 
case must be treated according to its particular in- 
dications with the object of blocking off the focus of 
infection from the general circulation. This should 
be done in as short a time as possible and with 
minimal trauma. Otto M. Rott, M.D. 


Dufourmentel: Temporomaxillary Crepitus Treat- 
ed by Resection of the Meniscus (Craquement 
articulaire temporomaxillaire traité par la résection 
méniscale). Bull. et mém. Soc. des chirurg. de Par., 
1924, xvi, 389. 

In the case reported, that of a young woman, 
there seemed to be a slight forward subluxation of 
the condyle from the glenoid cavity when the mouth 
was opened. Therefore the meniscus was removed 
through a V-shaped incision over the articulation in 
order to deepen the glenoid, and the capsular liga- 
ment was plicated. As the result of this operation 
the crepitus ceased. No difficulty followed the re- 
moval of the cartilage. KeELLocG Sprep, M.D. 


Pont, M.: Emergency Treatment of Maxillary 
Fractures (Traitement d’urgence des fractures du 
maxillaire). Lyon chir., 1924, xxi, 490. 


The numerous and cumbersome apparatus de- 
scribed for maxillary fractures are inconvenient, 
require a dental impression for their construction, 
and interfere with cleansing and sterilization of the 
teeth and wound. The impossibility of having suit- 
able apparatus on hand for all types of fractures or 
in sufficient quantities for the treatment of war 
injuries led Pont to attempt to devise an emergency 
equipment which would be simple, easily applied, 
and suitable for all types of fractures of the superior 
and inferior maxilla, which would permit frequent 
lavage of the gingivodental region and the wound, 
and which would not interfere with surgical inter- 
vention such as sequestrectomy, vessel ligation, or a 
search for foreign bodies. 

In 1915 Pont’s emergency apparatus was adopted 
by the Service de Santé. Figs. 1 to 5 show it so clearly 
that further description is unnecessary. For trac- 
tion and immobilization the brass arch and anchor- 


Fig. 1. Ring and arch. A, arch; B, tap; C, thread. 
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Fig. 2. Reduction apparatus. AA’, Bands and tubes; 
BB’, taps of the arch; CC’, taps of the bands; 1D, arch; 
E, ligatures. 


Fig. 3. Reduction apparatus in place and changed into 
a holding apparatus. 


Fig. 4. Intermaxillary anchorage or Baker’s anchorage 
to push forward a middle fragment which has been dis- 
placed backward. A, Superior arch; B, ligature; C, rub- 
ber band; D, inferior arch. 


ing bands are placed as in Fig. 2. The anchoring 
bands are placed first on solid molars or premolars. 
The brass arch, cut to the proper length, is then 
placed in the tubes on the anchor bands and the taps 
are tightened until sufficient tension is obtained. By 
placing the tap behind or in front of the anchoring 
tube, the apparatus may be made to push, pul’, or 
merely immobilize. 

Methods of reducing displaced fragments by 
means of this apparatus with the assistanc: of 
rubber-band traction are illustrated in Figs. 4 aid 5- 
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Fig. s. A, Arch tap; B, tube and band; C, right arch; 
D, band tap; E, standard; F, tap; G, left arch; H, rub- 
ber band. 


After complete reduction an immobilization type 
of apparatus (Fig. 3) is applied. The elastic traction 
accomplishes the results very satisfactorily. 

In compound fractures Pont immobilizes the bone 
before suturing the soft parts. His apparatus does 
not interfere with the surgical care of the wound. 

WaLter C. Burkert, M.D. 


Bailey, H.: Submaxillary Salivary Calculus. Brit. 
J. Surg., 1924, Xi, 321. 

This article is based on thirty-two cases of stone 
in the submaxillary salivary glands. 

Salivary calculi are composed chiefly of phos- 
phates and carbonates of calcium. A salivary cal- 
culus is said to be an irreversible colloidal adsorp- 
tion compound, but its exact cause is not known. 

The submaxillary salivary gland rides astride of 
the posterior border of the mylohyoid muscle. Two- 
thirds of it are in the submaxillary triangle of the 
neck, and one-third is beneath the mucosa of the 
floor of the mouth. Wharton’s duct is free of mus- 
culature. When the gland is in full activity the 


pressure within the duct may be greater than the 


arterial pressure. 

Salivary calculi occur more frequently in males 
than females. They have been found at all ages from 
16 to 65 years. In some cases they may be present 
without causing symptoms, but in others, spasmodic 
pain occurs at the beginning of a meal. Pain due to 
the passage of the stone may be referred to the 
tongue because the lingual nerve passes beneath 
Wharton’s duct. Swelling may be observed beneath 
the mandible and is most marked at meal time. It 
may occur also in the floor of the mouth. When it 
is in the latter location, the stone is usually just 
behind the ampulla of Wharton’s duct. The patient 
usually seeks treatment because of aggravation of 
these symptoms by a secondary infection. 

Inspection under strong illumination may reveal 

changes in the appearance of the openings of Whar- 
ton’s ducts if inflammatory changes have occurred 
or if a stone blocks the outlet. Another method is to 
cover the orifices with a dry swab while the patient 
tastes salt or lemon juice placed on the dorsum of 
the tongue. If a duct is occluded, absence of a flow of 
_— —_ that duct will be revealed on removal of 
the swab. 
__ lo determine whether the swelling in the submax- 
illary region is due to enlargement of the submaxil- 
lary gland, bimanual palpation at the neck and in 
the mouth is necessary. 
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A stone in the posterior third of the duct is difficult 
to detect. The author’s method of palpating the 
duct is as follows: 

With the patient’s head flexed and inclined slight- 
ly to the affected side in order to relax the muscula- 
ture, the index finger is inserted into the mouth, the 
pulp of the finger being placed upon the internal 
alveolus, and the finger is passed backward, follow- 
ing the alveolus, until the extreme posterior extrem- 
ity is reached. The finger, then insinuated between 
the alveolus just behind the last molar tooth and the 
side of the posterior third of the tongue, is rotated 
through a right angle so that the pulp of the finger is 
directed downward. Then, with the fingers of the 
other hand placed beneath the jaw, the entire course 
of Wharton’s duct is palpated carefully from behind 
forward. 

The following conditions must be thought of and 
eliminated either by bimanual palpation or roent- 
genography: (1) peridental suppuration, (2) neo- 
plasm of the gland, (3) acute glossitis, (4) Ludwig’s 
angina, and (5) peritonsillar abscess. 

Complications which may arise include infection, ' 
carcinoma, and stricture of the duct. 

The X-rays readily reveal stones in the anterior 
two-thirds of the gland, but as these are readily 
recognized clinically, the aid of films is not so neces- 
sary as when calculi are situated in the posterior 
third of the duct or in the gland itself. In cases of 
the types last mentioned the lateral X-ray examina- 
tion is the only reliable method, whereas to locate 
stones in the anterior portion the rays may be direct- 
ed from below the chin to a film in the mouth. 

Expectant treatment is indicated when there are 
no signs of suppuration in a case of calculus not 
larger than an orange pip which is situated in the 
anterior two-thirds of the duct and has been demon- 
strated by the X-ray to be a single stone. The use of 
belladonna should be avoided. 

Slitting of Wharton’s duct is indicated: (1) when 
the stone is in the anterior two-thirds and expectant 
treatment has failed; (2) when secondary infection 
has occurred; and (3) when the stone is a ball valve 
stone in the posterior third of the duct. 

For the removal of a stone impacted in the poste- 
rior third of Wharton’s duct general anesthesia is 
advisable. The author first fixes the stone by closing 
the teeth of a Lane tissue forceps upon the tissuc 
beneath and behind it or by passing a stitch behind 
and beneath the part of the duct containing it, or 
by pressing the stone against the mandible. After 
this he makes an incision over the stone in the long 
axis of the duct and extracts the stone with a scoop. 

Extirpation of the gland is indicated in: (1) cases 
of multiple calculi within the gland giving rise to 
symptoms, (2) long-standing cases of obstruction 
due to a calculus in Wharton’s duct, (3) chronic 
inflammation of the gland after removal of the stone 
which caused it, and (4) stricture of Wharton’s duct 
after dilatation has failed. A satisfactory incision for 
this operation is that used for ligature of the lingual 
artery. Otto M. Rort, M.D. 
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EYE 
Bruns, H. D.: A Method of Tucking the Straight 
Muscles of the Eye. Am. J. Ophth., 1924, 3 s. vii, 
749- 

Bruns believes that single binocular vision is a 
late acquirement of the human race and is therefore 
more easily deranged than more primitive faculties. 
He attributes squint to muscle weakness or poor 
innervation and calls attention to the fact that it is 
seldom if ever seen in savages. Tenotomy of the 
superior, inferior, and internal recti is not advisable. 
The tucking operation is to be recommended because 
in case it fails the condition is no worse than before 
and the procedure can be graded as easily as ad- 
vancement. The author’s operation is a modified 
Clark procedure with the introduction of a guy 
suture. Wescott, M.D. 


Yudkin, A. M.: An Experimental Study of Oph- 
thalmia in Rats on Rations Deficient in Vita- 
min A. Arch. Ophth., 1924, liii, 416. 

Yudkin placed white rats on a diet lacking in the 
fat-soluble vitamin and studied the resulting eve 
changes at various stages. 

There was first an increase of lachrymation ac- 
companied by photophobia. The eye then seemed 
to sink into its bony socket, the photophobia in- 
creased, and the lachrymal secretion changed from a 
watery to a viscid, blood-tinged secretion. A slight 
oedema of the eyelids appeared, and there was an 
accumulation of dry secretion in the culs-de-sac. At 
first the cornea was very little changed; later it 
appeared hazy and then dry and lusterless, losing 
its normal transparency. Plaques of secretion, fat- 
like and yellowish, extended onto the corneal sur- 
face; these could be removed without disturbing the 
cornea. The later stages were ulceration, perfora- 
tion, and panophthalmitis. 

The earliest pathological changes were small in- 
flammatory lesions on the lids and nictitating mem- 
brane with a proliferation and keratinization of the 
superficial layers of epithelium. There was an in- 
vasion of the epithelium by polynuclear and mononu- 
clear leucocytes. An ingrowth of blood vessels from 
the limbus into the substantia propria followed, and 
the cornea became markedly oedematous. The cor- 
neal epithelium became thickened and keratinized, 
and later was infiltrated by leucocytes. 

Bowman’s membrane remained intact until late. 
It then broke down and the leucocytes invaded the 
corneal stroma. Ulcers appeared sooner or later. 
The anterior chamber showed an accumulation of 
fibrin and leucocytes and the iris was involved by 
the inflammatory process. 

The harderian gland which lies within the orbit 
and secretes a more viscid fluid than the tears, 
showed a vacuolization and granulation of the 
cytoplasm which later became extreme with dis- 
integration of the cytoplasm. In some of the glands 
there was an acute inflammatory reaction. Later, 
fibrosis and atrophy were noted. There were no 
changes in the lachrymal glands. 


INTERNATIONAL ABSTRACT OF SURGERY 


In a group of rats given a diet deficient in a second 
factor, such as phosphorus, the ocular manilesta- 
tions appeared sooner and were more severe. 

In a group treated with Vitamin A to cause them 
to recover, the regeneration of the cornea was rapid 
and complete and the harderian gland returned 
almost completely to its normal status. 

These changes resemble the condition known 
as xerosis conjunctive, xerophthalmia, or kerato- 
malacia. 

The author concludes that when there is a lack 
of Vitamin A the protective substances in the secre- 
tions of the para-ocular glands are so diminished 
that the avirulent bacteria constantly found in the 
cul-de-sac become able to produce the pathological 
picture of a low-grade infection. 

Lyman .\. Copps, M.D. 


Weymann, M. F.: Two Years’ Experience with 
Mercurochrome-220 in Ophthalmic Thera- 
peutics. California & West. Med., 1924, xxii, 493. 


Weymann recommends the use of a 2 per cent 
mercurochome solution, not as a substitute, but as 


_an addition to remedies generally employed in the 


treatment of subconjunctival infiltrations, corneal 
ulcers, trachoma, and chronic dacryocystitis. Mer- 
curochrome is a non-irritating and powerful antisep- 
tic which does not produce a permanent stain. 
Vircit Wescott, M.D. 


Knight, M. S.: Melanotic Neoplasms of the Eye. 
J. Am. M. Ass., 1924, Ixxxiii, 1062. 


Wherever studied, melanin has been produced by 
ectodermal cells. Tumors producing melanin must 
contain cells capable of elaborating the pigment. 
Presumably these are of epithelial origin. For this 
reason the tumors arising within the eye which are 
capable of producing melanin have been called 
melano-epitheliomata. The rapidly growing tumors 
are made up of undifferentiated cells, but the more 
slowly growing types display the epithelial char- 
acteristics. 


Bruner, A. B.: Tumors of the Lachrymal Gland. 
Am. J. Ophth., 1924, 3 s. vii, 755. 


Bruner reports two cases of tumor of the lachrymal 
gland. The neoplasm in the first case was a fibro- 
myxolipoma and that in the other.a teratoma. Both 
were removed, the first through an incision in the 
lid and the second through an incision in the up- 
per cul-de-sac after a canthotomy. Healing was 
prompt, but in the first case there was slight ptosis. 

Vircit Wescorr, M.D. 


Jackson, E.: The Progress of Senile Cataract under 
Hygienic Care. Am. J. Ophth., 1924, 3 s. vii, 775: 


There is a general belief among the laity that in 
cases of cataract an operation for the restoration of 
sight can be done only after a long period of waiting 
for the gradual occurrence of blindness. This idea is 
very firmly fixed also in the minds of most physicians 
and some ophthalmologists. A review of a large 
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series of cases by Jackson indicated that if, in the 
case of a patient of average age (in the cases re- 
viewed, 65.23 years), there is avoidance of eyestrain, 
the patient is kept in good general health, suitable 
nutrition is provided, and proper treatment is given 
any ocular disease that may be associated with the 
lens opacity, a senile cataract will probably not 
mature before twenty years and the power of 
reading ordinary print will not be lost for fifteen 
years. Vircit Wescott, M.D. 


Barraquer, I., Sinclair, A. H. H., and Others: The 
Intracapsular Method of Cataract Extraction. 
Brit. M. J., 1924, ii, 660. 


BARRAQUER says that methods of intracapsular 
extraction of cataract may be classified in two large 
groups—those that remove the cataract by traction 
and those that expel it by pressure. In the develop- 
ment of the vacuum method, the results were at 
first poor, largely because the traction on the lens 
frequently caused rupture of the zonule at the ciliary 
attachment. Hamorrhages and inflammation in 
this region resulted. To prevent this complication it 
was necessary to break the zonula at its lens inser- 
tion. This was accomplished by producing vibra- 
tions in the vacuum which were not sufficiently 
strong to be transmitted the full length of the zonu- 
lar fibers to their peripheral insertion. After the cup 
was applied, a nearly instantaneous diminution in 
the maximum diameter of the lens was obtained. 

The erisiphake is really a zonulotome and pneu- 
matic forceps combined. After grasping and deform- 
ing the lens, it immediately brings about rupture of 
the zonule and in withdrawing the instrument from 
the anterior chamber the operator draws the lens 
with it. In withdrawing the cataract a movement 
of rotation must be made in such a way that the 
upper border of the lens follows the concavity of the 
patellar fossa and the posterior surface of the lens 
comes anterior while its lower border is brought up- 
ward across the pupil and out. 

As the elasticity of the lens is different in each 
case and it is necessary to produce a certain amount 
of change in the form of the lens, it is necessary to de- 
termine the physical condition of the lens beforehand 
so that the strength of the vacuum and the number 
of vibrations needed may be ascertained. A study 
of the lens with the slit-lamp greatly facilitates this 
determination. 

SINCLAIR’s method of intracapsular extraction is 
performed with forceps which are a modification of 
those of Kalt.. The blades are toothless and blunt, 
the lower aspect is convex to conform to the surface 
of the lens, and the upper aspect forms a spoon- or 
boat-shaped cup. Iridectomy having been _per- 
formed, the blades are introduced and kept closed 
until they reach the center of the lens and are lightly 
in contact with the capsule. They are then opened 
4 or 5 mm. and used to press the iris back. The 
blades are closed at once when the opening move- 
ment ceases. With their closure, the blades are 
pressed gently against the capsule and the pressure 
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is increased as the blades approximate so as to en- 
gage in the cup a mass of capsule-covered cortex. 
The lens is then drawn forward toward the cornea 
and held there four or five seconds, traction then 
being made upon one part of the suspensory liga- 
ment at a time. As the ligament gives way the lens 
is brought into the wound with considerable mold- 
ing and slowly drawn through. The operator can 
usually replace the iris by stroking the cornea. 

SMITH calls attention to the following points of 
importance in intracapsular extraction: 

1. Control of the orbiculus by mechanical means 
or novocain, or both, is essential to success. 

2. The incision should be 180 degrees. The 
Stanculeanu, Kalt, Knapp, and Sinclair methods 
are essentially the same and all would be improved 
if the operator pressed a squint hook on the lower 
third of the cornea to assist in dislocating the lens. 
Barraquer’s method would be improved in the same 
way. Barraquer does not believe that the zonule is 
ever torn anywhere but at its lens attachment. 

3. Too much stress is laid on the physical condi- 
tion of the lens. From a practical standpoint it is 
either a hard or a Morgagni cataract. 

4. Escape of vitreous is incidental to the old 
operation as well as to the intracapsular procedure. 
It is more serious in the latter because of the lens 
capsule and cortical material left behind. Pressure 
and friction do not cause the harm that they are 
credited with. 

The intracapsular operation will make it unneces- 
sary for middle-aged persons with immature cata- 
racts to wait for relief. 

HEPBURN says that certain objections to the old 
operation, such as trauma of the iris and retention 
of the capsule or cortex, are of minor importance. 
Difficulties in maintaining the proper amount of 
suction in the Barraquer operation often interferes 
with the lightness of hand necessary to a good cata- 
ract operation. Loss of vitreous is a distinct dis- 
aster. Even though fluid vitreous may be replaced, 
its loss sometimes predisposes to retinal detachment 
and other complications. In Hepburn’s cases the 
intracapsular method has been followed by complica- 
tions much more frequently than the older opera- 
tion. 

CLEGG was unable to satisfy himself that the 
intracapsular operation is as safe as the other 
method. Lyman A. Copps, M.D. 


Lang, B.: A Modification of the Usual Method of 
Needling the Lens Capsule After Cataract Ex- 
traction. Brit. J. Ophth., 1924, viii, 459. 


The author describes three very important points 
of technique in needling the lens capsule after a 
cataract is extracted. 

The first point is the selection of a needle which 
is not too long and has a shaft sufficiently large 
to prevent the escape of aqueous humor during 
the operation. The second is the route of entrance 
into the anterior chamber. Lang uses a subconjunc- 
tival route, taking great care not to injure Tenon’s 
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capsule. The route is shown in an illustration. 
The third point discussed is the method of entering 
the anterior chamber. The author weaves his knife 
among the threads of the remaining capsule and then 
turns it before attempting to cut the fibers. Fre- 
quently it is necessary to do this two or three times 
to reach all of the fibers at various levels. As the 
result of this method the anterior hyaloid membrane 
is preserved so that the vitreous humor does not 
enter the anterior chamber and the chance of 
secondary glaucoma is decreased. 
Tuomas D. ALLEN, M.D. 


Knapp, A.: Autopsy Report of a Case of Bilateral 
Glioma Retinz with Gliomatous Involvement 
of the Iris. Arch. Ophth., 1924, liii, 470. 


Knapp reports a case of bilateral glioma retine 
which is of special interest because of central per- 
forations of both cornee and gliomatous involve- 
ment of both irises. The patient, a child of 3 years, 
had become blind at the age of 6 months. In the 
center of the left cornea there was an irregular pink 
granulating mass, in the right a central opacity of 
the lens, and in the vitreous a mass. Examination 
of the removed left eye showed the central gap in the 
cornea filled with gliomatous material which was 
continuous with the principal tumor filling the eye- 
ball. The ciliary body and iris were infiltrated with 
glioma cells. The choroid was uninvolved except 
for a circumscribed area at the equator and parts 
adjoining the invaded optic nerve. 

Perforation followed an increasing ectasia of the 
cornea with enlargement of the eyeball and corneal 
ulceration from exposure. Six weeks later the right 
eve had enlarged, the iris showed nodular changes, a 
vascular mass had pushed through the root of the 
iris, and the iris was covered with vascular, round, 
white nodules. Later this was obscured by hemor- 
rhage, and finally the right cornea became per- 
forated. 

Involvement of the iris in glioma, which is un- 
usual, may occur in two ways. On invading the 
papilla, the tumor progresses into the adjoining 
choroid and continues forward to the ciliary body 
and iris. The entire uveal tract may be converted 
into a tumor mass separated by a pigment line from 
the retinal tumor in the center of the eyeball. In 
the case reported the extension took place by a 
growth along the inner surface of the retina and 
choroid to the orbiculus ciliaris, ciliary processes, 
and zonula. The ciliary body was overgrown by 
gliomatous material which penetrated between the 
ciliary processes and then infiltrated the iris stroma. 

Autopsy revealed marked extension by con- 
tinuity along the optic nerve to the brain and the 
bony walls of the orbit and adjoining bones of the 
face. Metastases were found in the skull, peri- 
cranium, liver, ribs, and left ilium. 

This shows the tendency of metastatic gliomatous 
growths to involve bone, which is in contrast to 
those of choroidal sarcoma. Metastases are not 
formed in distant organs until the choroid or epi- 


bulbar tissues are involved, possibly because glioma 
cells do not readily penetrate the few small vessels 
of the retina. Lyman A. Copps, M.D. 


EAR 


Ferreri, G.: The Medicolegal Value of Roentgenog- 
raphy of the Mastoid in a Case of Radical 
Operation (La valeur médico-légale de la radio- 
graphie de la mastoid en cas d’opération radicale). 
Arch. internat. de laryngol., 1924, xxx, 650. 


After a radical mastoid operation a physical 
examination is apt to mislead because of the un- 
certainty of the extent of the operative bone de- 
struction, the postoperative stenosis or pronounced 
deviation of the canal, the invasion of the operative 
field by newly formed fibrous tissue, and recurrent 
or persistent caries. A roentgenogram therefore 
gives the most valuable evidence. Although the 
X-ray examination may not always be sufficient for 
a diagnosis of the petromastoid disease, it is impor- 
tant in establishing the topographical condition of 
the bone after radical operation. 

At the time of the radical operation Ferreri fills 
the cavity with a substance impermeable to the 
roentgen rays. Semisolid Beck’s paste is not suit- 
able because it is difficult to remove. The author 
employs a narrow gauze strip impregnated with a 
mixture of barium sulphate and gum arabic in 
water. The gauze thus prepared is sterilized, dried 
with moderate heat, and kept sterile ready for use. 
At operation the cavity and all of its recesses up to 
the limit of the cartilaginous canal are packed with 
the tape. Two X-ray views are taken, one in the 
transverse oblique direction and the other in the 
oblique sagittal direction. The first view shows the 
amplitude and the second the depth. Both show 
the shape of the operative cavity. After the roent- 
genograms are made, the barium sulphate tape is 
removed. 

To emphasize the importance of the X-ray in 
showing the extent of the operation to the surgeon 
and in serving as medicolegal evidence, Ferreri re- 
ports a case of chronic petromastoid disease in which 
supposedly a radical operation had been performed 
but only a skin incision had been made. 

Wa tter C. Burkert, M.)). 


MOUTH 


Coleman, C. C.: The Treatment of Unilateral 
Harelip, with Special Reference to the Asso- 
ciated Deformity of the Nose. Virginia M. 
Month., 1924, li, 393. 


Operation for harelip should be performed early 
in order that the result may be improved by the 
development of the external nose. If there is a com- 
plete cleft of the lip and alveolus, the alveolar cle/t 
should be closed first. This can be done by uniting 
the borders with a wire suture. To obtain proper 
alignment and unite the alveolus in older children it 
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js generally necessary to produce a greenstick frac- 
ture of the longer segment and wire it in position. 

Usually, even after wiring of the alveolus, there is 
some flattening of the upper lip just over the end of 
the shorter segment. This flattening is a factor in the 
nasal deformity, but as yet no entirely satisfactory 
method of overcoming it has been devised. 

In some cases of cleft palate and unilateral hare- 
lip the larger segment of the alveolar arch is rotated 
so that the incisor teeth project almost horizontally 
and the alveolus is in contact with the opposite seg- 
ment. This type of deformity causes marked devia- 
tion of the nose and is not corrected by operation 
upon the alveolus itself. 

Mattuew N. FEpERSPIEL, M.D. 


Mallet and Psaume: Surface Radium Therapy 
with the Use of Moulded Apparatus; Its Appli- 
cation to Buccal and Cervicofacial Cancers 
(La curiethérapie de surface par les apparcils 
moulés; son application aux cancers buccaux et 
cervico-faciaux). Arch. internat. de laryngol., 1924, 
xxx, 785. 

Extensive resections of the jaws, tongue, and face 
for cancer are rapidly giving place to X-ray and 
radium treatment. Surgery is limited largely to 
incisions for the introduction of radium tubes or the 
aseptic ligation of vessels supplying the diseased 
region. 

ee epitheliomata of the indifferent mal- 
pighian type are generally cured by the X-ray, but 
the differentiated epidermoid forms are often re- 
sistant. In the treatment of epithelioma of the lips, 
the inner surface of the cheek, the floor of the mouth, 
and the anterior part of the tongue, radium is prefer- 
able to the X-ray. The X-ray increases the sensi- 
tiveness of the skin, mucous membrane, and con- 
nective tissue to radium and favors radium resist- 
ance of the cancer cells. The radium-sensitiveness of 
cancer cells increases directly with the cell activity 
as evidenced by mitotic figures. 

The treatment is greatly aided by a primary histo- 
logical study of tumor tissue by biopsy to regulate the 
duration of irradiation. Animportant factor, in addi- 
tion to the duration and constancy of the irradiation, 
is the selection of very short wave-length rays which 
have more marked selectivity for the cancer cells. 
Because of their constancy and great penetration, 
radium rays meet the maximum cancer-treatment 
requirements. The X-ray generally fails to destroy 
the cancer totally. The dose must penetrate to the 
center of the tumor in sufficient strength to destroy 
all cancer cells. An insufficient dose increases the 
spread of the cancer. Complete homogeneous radia- 
tion is obtained by means of small, uniformly dis- 
tributed radium tubes inserted directly into the 
body of the tumor or fastened to an apparatus 
moulded over the surface. In the latter method the 
proper dosage is delivered indirectly through the 
skin, mucous membrane, healthy tissue, etc. The 
rubber-covered silver tubes filter out the injurious 
secoudary rays. 
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Radium therapy with the use of moulded ‘appara- 
tus appears indicated particularly in the treatment 
of cervico-bucco-facial cancers. It allows prolonged 
treatment of tumors of the feebly radiosensitive 
type and effective treatment of the deep cancers 
which previously have been treated with little suc- 
cess by surgery and the X-ray. The mould must be 
made of a plastic substance that will not emit in- 
jurious rays. The healthy tissues, and particularly 
the mucous membranes and skin, must be protected. 
The rays must reach the tumor and its extension 
zones uniformly. The moulding substance must be 
plastic to heat, light in weight, and solid, and a good 
diffuser of deep rays. Dental waxes and Kaerr paste 
contain minerals and are not suitable. 

For external surfaces the authors use a combina- 
tion of beeswax, paraffin, and sawdust which is 
pliable in water at 45 degrees F. In the mouth they 
employ a rigid substance such as vulcanized rubber 
which is easy to clean. Protection of the healthy 
tissues requires a very penetrating ray which is 
selective for the tumor cells and filtration by a 1- or 
2-mm. filter of platinum which permits the passage 
of only 13 per cent of the gamma rays. In the mouth 
the apparatus is raised 3 or 4 mm. from the mucous 
surface. On the external surface the radium centers 
should be 2, 3, or 4 cm. from the skin. The skin 
reaction is a rough standard of the biological effi- 
ciency of the dose, but radium dosage may be meas- 
ured directly by means of the ionomicrometer. 
External moulds may be formed directly on the ex- 
ternal surface or, when there are tender ulcerations, 
on a plaster cast of the region. 

The plaster-model method requires: (1) an im- 
pression of the disease area; (2) preparation of the 
model relief; (3) the formation of the plastic mould 
with the deposition of the radium tubes; and (4) 
application of the mould to the diseased surface. 
The apparatus must have stable support on struc- 
tures near the lesion. A nose apparatus, for ex- 
ample, should rest on the eyebrow, the malar 
prominences, and the upper lip. Ulcerated surfaces 
should be protected by sterile gauze provided with 
drainage spaces for secretions. The radium tubes 
are sealed into the mould in little holes of depth and 
separation in order to give the radium centers the 
proper distribution and distance from the skin. The 
entire surface of the mould is then covered with a 
sheet of adhesive to hold the tubes in place. The 
apparatus is fixed to the body surface by adhesive 
strips. When suppuration is abundant the support- 
ing base of the apparatus should be at a distance. 

The intrabuccal moulded apparatus consists of: 
(1) a palatine support, usually of vulcanized rubber, 
which is anchored to the teeth or, if the teeth are 
absent, overlies the inferior alveolar ridge so that 
closing the mouth maintains the plate against the 
palate; (2) a wax mould of the lesion; and (3) a 
radium-carrying aluminum box. Aluminum is easy 
to work, well tolerated, and causes only a feeble 
reaction of the mucous membrane. The aluminum 
walls are just thick enough to contain the radium 
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tubes. Secondary rays are prevented by a coat of 
benzine-dissolved rubber or several coats of cellu- 
loid. Filtration is obtained by means of layers of 
gold or silver. The tubes are inserted into holes on 
the top of the box and held in place by wax. The 
apparatus is removed and cleaned by the patient at 
mealtimes. A silver plate from 2 to 3 mm. thick 
protects the palate. Patients have tolerated the 
apparatus for periods of twenty-five days. 

In lesions of the tip of the tongue the surface 
of the growth is irradiated with the intrabuccal 
apparatus and the base of the tongue is irradiated 
through the skin in the submaxillary region by 
means of an apparatus attached to the neck. 

Neoplasms having mitoses are irradiated accord- 
ing to the histological picture, usually for from twelve 
to fifteen days. When the external apparatus is used 
the application is pushed to radium dermatitis. 
Lymph-gland extension and other metastases are 
the chief poor results following radium treatment. 

Watter C. Burket, M.D. 


NECK 


Paton, N.: Recent Investigations on Tetania Para- 
thyreopriva and Idiopathic Tetany, and on the 
Functions of the Parathyroids.§ Edinburgh 
M. J., 1924, n. S. Xxxi, 541. 

This article is essentially an analysis by Paton of 
the work done on the nature of parathyroid and 
idiopathic tetany since 1916 at which time the 
author and his collaborators published a series of 
papers on this subject. No new evidence is pre- 
sented. Paton repeats his former conclusion that 
parathyroid and idiopathic tetany are essentially a 
methyl-guanidine toxemia. He reviews the litera- 
ture and interprets it from this point of view. He 
does not accept the conclusions of Dragstedt and 
Luckhardt regarding the importance of the gastro- 
intestinal tract in the toxemia. 

Lester Dracstept, M.D. 


Mohler, H. K.: Basal Metabolism. Allantic M. J., 
1924, XXVli, 793. 

The determination of the basal metabolism is of 
value in revealing those diseases which have as one 
of their cardinal features an increased or decreased 
metabolic rate; in indicating the degree of disturb- 
ance of normal metabolism; as an aid in the differ- 
ential diagnosis of conditions which resemble each 
other in symptoms and physical findings but differ 
in the basal metabolic rate; as a guide to proper 
treatment; and as a measure of the results of treat- 
ment. 

It is of value particularly in the following thyroid 
disturbances: 

1. Enlargement of the thyroid with the symptoms 
of hyperthyroidism. 

2. Enlargement of the thyroid without symptoms. 

3. Enlargement of the thyroid with symptoms 
resembling those present in hyperthyroidism, but 
due to other causes. 
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4. Cases without enlargement of the thyroid but 
with other indications of hyperthyroidism. 

5. Cases of enlargement of the thyroid due to a 
tumor in which there is no change or an increase or a 
decrease in the activity of the thyroid. Twenty per 
cent of adenomata are associated with hyperthy- 
roidism. 

6. Enlargement of the thyroid with symptoms of 
hypothyroidism. 

7. Cases with symptoms of hypothyroidism but 
without enlargement of the thyroid. 

8. Suspected substernal goiter. 

The basal metabolic rate should be determined in 
every case of goiter with impairment of the health 
to determine whether the illness is dependent upon 
the thyroid gland enlargement or some other condi- 
tion. If this were done more generally much unnec- 
essary thyroid surgery resulting in hypothyroidism 
would be avoided. Many cases of nervousness, weak- 
ness, loss of weight, neurocirculatory asthenia, incipi- 
ent tuberculosis, syphilis, gastro-intestinal disturb- 
ances, and functional enlargement of the thyroid 
occurring during menstruation, pregnancy, puberty. 
and the menopause have been diagnosed and treated 
as cases of hypothyroidism. 

The basal metabolic rate will indicate the kind, 
frequency, and results of treatment, the justification 
and safety of surgical procedures, the severity of the 
intoxication, and the prognosis in exophthalmic 
goiter, but is not an index of the degree of degener- 
ative cardiorenal and vascular changes in thyroid 
disturbances. 

In polyglandular disturbances the determination 
of the basal metabolic rate may show that glands 
other than the thyroid are chiefly at fault. 

In obesity due to overeating and lack of physical 
exercise the administration of thyroid extract may 
do great harm, but in obesity due to diminished 
activity of the thyroid and hypophysis as deter- 
mined by the basal metabolic rate it has given 
excellent results. 

In many disease conditions there are phenomena 
which of themselves increase the basal metabolic 
rate. Among these are chills, sweats, fever, dyspnoea, 
exercise, the ingestion of food, emotion, and men- 
struation. J. Murpuy, M.D. 


Richardson, E. P., and Means, J. H.: Results of 
Surgery and of Surgery Combined with Roent- 
gen-Ray Treatment in Exophthalmic Goiter. 
Arch. Surg., 1924, ix, 237. 


Following ligation of the superior thyroid artery 
without X-ray treatment the authors found that the 
metabolic rate shows a decided drop during the 
first two weeks but at the end of two and a half 
months gradually rises to its previous level. [he 
pulse tends to be slightly more rapid than beiore 
operation. A loss of weight occurs immediately 
after the operation, but a steady gain begins at the 
end of two weeks, and at the end of two months the 
weight curve is rising sharply above the pre-opcra- 
tive level. 
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In cases with previous X-ray treatment the drop 
in the metabolism was better sustained and the 
weight and pulse were about the same as in the 
cases not treated with the X-ray. 

Cases in which the X-ray treatment followed the 
ligation showed about the same results as those 
treated with the X-ray alone. 

In cases of hemithyroidectomy there was a fairly 
well sustained drop in the metabolism and the pulse 
rate with a marked increase in weight. 

In cases in which X-ray treatment preceded 
hemithyroidectomy the results were similar to, 
though not quite so good as, those in cases without 
previous X-ray treatment. 

The results of subtotal thyroidectomy with and 
without previous X-ray treatment were much the 
sume. No increased tendency toward myxoedema 
was noted in the cases subjected to irradiation. 

Qi twenty-two cases of hemithyroidectomy fol- 
lowed for over a year, only seven showed evidence of 
thyrotoxicosis when they were last examined. In 
eleven cases the duration of increased metabolism 
was from one to six years, a period of time in which 
considerable organic damage may be done. The 
authors conclude that if at the end of three months 
alter a hemithyroidectomy a cure does not seem 
probable, a second hemithyroidectomy should be 
periormed. M. L. Mason, M.D. 


Noehren, A. H.: Safety Factors in Thyroid Sur- 
gery. V. York State J. M., 1924, xxiv, 837. 

In cases of thyroid disease a very careful examina- 

tion should be made to determine how much of an 
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operation can be done. If an acute exacerbation is 
present, as shown by a rising basal metabolism, a 
rising pulse rate, and progressive loss of weight, 
operation should be delayed until the condition im- 
proves or the amount of surgery done should be re- 
stricted to the minimum. In estimating the amount 
of operative work the patient will be able to stand, 
reliance cannot be placed entirely on the basal meta- 
bolism as this indicates only the activity of the 
gland at the time the test is made and does not in- 
dicate the damage that has been done by previous 
activities. 

The author’s poor-risk cases are admitted to the 
hospital several days before the operation. On the 
day of the operation 4 gr. of morphine and '/o99 gr. 
of scopolamine are given, and one hour before the 
operation !/5 gr. of morphine and "1:9 gr. of scopola- 
mine are administered. 

The most important consideration in cases of 
hyperthyroidism is the anaesthetic. The best anas- 
thesia is local anaesthesia or general anesthesia in- 
duced with nitrous oxide or ether ora combination 
of these. While local anesthesia may be best in non- » 
toxic cases, in toxic cases it is a question whether the 
mental strain associated with local anesthesia or the 
shock of general anesthesia is the greater. 

The postoperative thyroid storm is best con- 
trolled by morphine, the administration of plenty of 
fluids, and, if the temperature is very high, the 
application of ice bags. 

Above all, the safe practice of thyroid surgery 
requires careful consideration of the individual 
patient. ArTHUR L. SHREFFLER, M.D. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Guarch, S.: The Histopathology of the Gasserian 
Ganglion in Trigeminal Neuralgia (Zur Histo- 
pathologie des Ganglion gasseri bei Trigeminus- 
neuralgie). Arch. f. path. Anat. u. Physiol., 1924, 
cexlix, 495. 


This is a report of the histological examination of 
two excised ganglia showing chronic degenerative 
changes which were not referable to a specific cause. 
Systematic examination from the periphery to the 
nuclei in the medulla and perhaps even further is 
necessary for a complete study of the histopatho- 
logical changes. Meyer (Z). 


Grant, F. G.: Mechanical Aids in the Localization 
of Brain Tumors. Med. J.& Rec., 1924, cxx, Supp. 
CXxi. 


In from 30 to 35 per cent of cases in which a brain 
tumor is suspected it is impossible to arrive at a 
satisfactory localization of the lesion by means of 
neurological and eye and ear examinations. For 
this group mechanical aids in diagnosis and localiza- 
tion are suggested. 

The demonstration by the X-ray of calcification 
within a neoplasm is positive localizing evidence, 
but calcification occurs in only 1 or 2 per cent of 
tumors. The majority of such growths are endo- 
theliomata but some of them are suprasellar cysts of 
Rathke’s pouch origin. Thickening of bone from 
infiltration of endotheliomatous cells is presumptive 
evidence of an underlying tumor. Erosion of the 
clinoid processes may be secondary to dilatation of 
the third ventricle as well as to a neoplasm in the 
region of the pituitary gland. 

Ventriculography is to be looked upon as the last 
resort in the localization of brain tumors. Its 5 to 
10 per cent mortality is too high to warrant its use 
unless the presence of a tumor is certain and the 
growth cannot be localized by less hazardous means. 
Unfortunately, however, most tumors localizable by 
ventriculography are too deep or too advanced for 
surgical removal. One fatality from ventriculog- 
raphy occurred among eleven of the author’s cases. 
Six of the series were proved to have been correctly 
diagnosed; four, which were probably diagnosed cor- 
rectly, were unverified; and one was diagnosed 
incorrectly. 

Ventricular estimation, an alternative for ventri- 
culography, was used four times with no ill effects. 
The information gained always coincided with the 
clinical picture. The procedure consists in tapping 
the posterior horn of the ventricles in symmetrical 
areas to estimate the amount of fluid present, the 
position of the ventricle, and the patency of the 
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foramen from the appearance of the dye injected 
into the opposite ventricle. As compared to ven- 
triculography, ventricular estimation is safe. 

A comparison of the resistance of living normal 
tissue and of tumor tissue to the passage of an electric 
current has also proved clinically useful. Gliomatous 
tumors, especially, show a low resistance to an clec- 
tric current. P. VAN WAGENEN, M.D). 


PERIPHERAL NERVES 


Valls, J.: Brachial Plexus Neuralgia Due to Hyper- 
trophy of the Seventh Cervical Transverse 
Process Cured by Antiluetic Treatment (Sobre 
un case de neuralgia del plexo braquial por hiper- 
trofia de la ap6fisis transversa de la septima cervical 
curada con tratamiento antiluético). Semana med., 
1924, XXXi, 497. 


Valls’ patient had suffered pain in the supra- 
clavicular region behind the midpoint of the clavicle 
for fourteen years. This pain could be relieved by 
elevating and flexing the arm. It had gradually in- 
creased in severity and the paroxysms had become 
more frequent. There were no clinical manifesta- 
tions of syphilis. The Wassermann test was nega- 
tive. 

Roentgen-ray examination revealed hypertrophy 
of the transverse process of the seventh cervical ver- 
tebra. Resection of the process was proposed, but 
the patient refused operation. It was then de- 
cided to give antiluetic treatment because of the 
fact that many authorities consider such anomalies 
manifestations of heredosyphilis. 

Under the specific treatment the pain disappeared 
entirely and the patient became completely free 
from trouble for a year. The pain then recurred. 
After another course of antiluetic treatment it was 
again relieved. The patient has remained well for 
one and a half years but the roentgenogram shows 
no change in the transverse process. 

This case supports the view that such bony 
anomalies as a hypertrophied transverse cervical 
process may be due to heredosyphilis. 

R. Meeker, M.!). 


SYMPATHETIC NERVES 


Fujimori, S.: Investigations on the Influence of 
the Sympathetic Nerve on the Muscle Tone in 
the Tonic Reflexes of the Eye of the Rabbit 
(Untersuchungen ueber den Einfluss des Sympa- 
theticus auf den Muskeltonus an den tonisclicn 
Augenreflexen des Kaninchens). Klin. Wehnscvr.. 
1924, iii, 885. 


In experiments on rabbits the author found that 
there was no difference in the tonic reflexes of the 
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eyes after unilateral extirpation of the cervical 
sympathetic nerve with its ganglia. Neither was 
any difference noted in the various forms of nystag- 
mus. Accordingly, there is no reason to assume that 
the -. mpathetic nerve has any effect upon the tonus 
of the muscles of the eye. Srant (Z). 


Brown, P. K., and Coffey, W. B.: Surgical Treat- 
ment of Angina Pectoris: A Report of Eight 
Additional Cases and a Review of the Liter- 
ature. Arch. Int. Med., 1924, xxxiv, 417. 


The authors believe that section of the left supe- 
rior cardiac branch of the cervical sympathetic and 
of the main trunk below the superior cervical gang- 
lion will relieve the main cause of angina. They 
attribute angina to a spasm of the aorta and perhaps 
of the coronary vessels. They assume that the supe- 
rior cardiac nerve has a constrictor action upon the 
aorta and coronary vessels. Mention is made of a 


case of angina in which, after severance of the left 
superior cardiac branch and main trunk, the patient 
still complained of pain distinct from substernal 
pain. This pain was attributed to spasm of the 
aorta. One and one half years after the first opera- 
tion the superior cervical ganglion was removed. 
The pain then ceased. This case seems to indicate 
that there may be a connection between the superior 
cervical ganglion and the depressor nerve, a branch 
of the vagus. 

Sixteen cases in which angina was relieved by the 
removal of the superior cervical ganglion are re- 
ported from the literature. In this number there 
were two deaths. 

The authors’ views regarding the surgical proce- 
dure to be employed in angina have changed some- 
what from those expressed in their original article 
and are now similar to those held by Ranson and 
Holmes. Loyat E. Davis, M.D. 
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CHEST WALL AND BREAST 


Wells, A. G.: A Case of Surgical Emphysema— 
Operation, Recovery. J. Roy. Army M. Corps, 
Lond., 1924, xliii, 289. 


The author reports the case of a man who fell on a 
metal bar, fracturing the seventh rib on the right 
side. Subcutaneous emphysema developed and pro- 
gressed so rapidly that by the third day both eyes 
were closed and the neck, the front and back of the 
chest, the entire right arm, and the left forearm 
were involved. The condition was associated with a 
slight fever and a troublesome, non-productive 
cough. There was no hemoptysis. 

At operation it was found that the posterior end of 
the fragment of the seventh rib had perforated the 
lung at about the nipple line and was holding the 
lung wound open. A few inches of the rib were re- 
sected and the lung wound was closed with catgut. 
Rapid recovery followed. Ratru B. Betrman, M.D. 


Cheatle, Sir. G. L.: Paget’s Disease of the Nipple. 
Brit. J. Surg., 1924, xii, 284. 

In this article the author adds another case of 
Paget’s disease of the nipple to the eight he reported 
previously. Different varieties of carcinoma were 
present in the one specimen. Continuous with the 
Paget’s disease of the nipple but bearing no resem- 
blance to it, was a primary carcinoma of the duct. 
There was then an interval in which the duct was 
free from malignancy, but in one of the terminal 
branches carcinoma was again demonstrated and 
the duct terminated in a lobule in which the epithe- 
lium had undergone conversion into a_ primary 
acinous carcinoma. In another duct a second pri- 
mary carcinoma, more papillomatous than the first, 
and another acinous carcinoma were seen. 

The explanation of these phenomena is that the 
same agents that induced the primary carcinoma in 
the upper part of the ducts found an easy pathway 
in the dilated main ducts but were arrested in the 
terminal branches and in the latter were able to act 
undisturbed. The author believes that the changes 
in the breast were secondary to the Paget's disease of 
the nipple. Leo M. Zimmerman, M.D. 


Koenig, F.: Observations on the Treatment of 
Cancer of the Breast (Betrachtungen ueber die 
Behandlung des Brustkrebses). Zischr. f. Geburtsh. 
u. Gynaek., 1924, 1xxxvii, 270. 


Since operation has been performed earlier in 
carcinoma of the breast and since the axillary glands 
have been removed radically, the results of treat- 
ment have been improved. If a recurrence is to de- 
velop, it appears, in 75 per cent of the cases, within 
the first year after operation. The permanency of 


the cure depends upon the nature of the growth. 
The prognosis is best in cases of adenocarcinoma 
and less favorable in those of scirrhous carcinoma. 
In the others the outcome depends upon the matur- 
ity of the growth and anaplasia, but even in early 
cases without adherent growths or palpable axillary 
glands there may be metastases in the liver and 
spine. Under all circumstances early cases should be 
operated upon. 

Irradiation must give place to surgery. Irradia- 
tion increases the tendency of chronic mastitis to- 
ward carcinomatous change. While in inoperable 
cases it often causes a decrease in the size of the lesion 
and disappearance of the discharge, metastases are 
frequently formed at a distance and especially in the 
other breast. However, life can usually be prolonged 
in such desperate cases for three years. It is very 
difficult to select cases of moderate severity for irra- 
diation to reduce the danger of recurrence. In re- 
currences, irradiation seems to give somewhat better 
results than operation. Greit (G). 


Rahm, H.: Postoperative Irradiation of Carcinoma 
of the Breast (Zur Frage der Nachbestrahlung 
operierter Mammacarcinome). Beitr. 2. klin. Chir., 
1924, CXxxi, 716. 


Rahm reports the results of postoperative irradia- 
tion in thirty-six cases of carcinoma of the breast. 
The cases are divided into four groups according to 
Perthes’ classification: 

Group 1. Cases in which no radiation was given 
after operation. 

Group 2. Cases with insufficient radiation. 

Group 3. Cases in which approximately the 
erythema dose was given through 3 mm. of alumi- 
num at the apex and some also with the symmetrical 
apparatus at intervals of from four to six weeks. 
Frequently only the scar was irradiated, but in some 
cases the axilla also was treated. 

Group 4. Cases treated with modern deep roent- 
gen-ray methods. A full erythema dose was applied 
to the scar and the axillary and supraclavicular re- 
gions with the symmetrical or intensive apparatus 
with homogeneous filtration (zinc or copper and 
aluminum) so that bronzing of the skin appeared. 
In cases in which involvement of the clavicular 
glands was suspected, the supraclavicular region was 
irradiated from behind. At the second treatment, 
which was usually given after six weeks (at the pres- 
ent time after a longer interval), a similar dose was 
applied, but in slightly different fields so that no 
area was left untreated. 

Of the forty-four patients who did not receive 
postoperative irradiation, twelve (27.5 per cent) 
lived longer than three years, while seven (15.9 per 
cent) lived longer than five years. 
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In Group 2 the mortality during the first three 
years Was 72.5 per cent. Three patients (17.6 per 
cent) were known to be living at the end of three 
years, and possibly two others were still alive. 
~ In cach of Groups 3 and 4 three patients (30 and 
33.3 per cent respectively) were living at the end 
of three years. 

The mortality during the first three years after 
the operation was 72.5 per cent in Group 2, 70 per 
cent in Group 3, and 66.6 per cent in Group 4. 

From these cases is drawn the conclusion that 
an increase in the intensity of the rays does not 
cause an increase in the rate of recurrence. The 
results do not speak against postoperative irradiation, 
but Rahm believes that one must be guarded in con- 
cluding that they speak in favor of it. 

If subsequent examination of the entire number of 
patients does not show that the results in the irradi- 
ated cases are distinctly better than those in the 
others, Rahm will give up postoperative irradiation. 

LoEnR (Z). 


Linder, C.: The Results of Postoperative Roentgen- 
Ray Treatment of Carcinoma of the Breast 
(Resultate der postoperativen Roentgenbestrahlung 
der Mammacarcinome). Deutsche Ztschr. f. Chir., 
1924, clxxxv, 385. 


This is a report of 104 cases of carcinoma of the 
breast which received systematic postoperative 
treatment with the roentgen rays in the period from 
1918 to 1922. Most of them belonged to Steinthal’s 
second group. The postoperative irradiation proved 
of benefit. Intensive irradiation applied in one or 
one or two sittings was found better than frequent 
irradiation with small doses. With the latter a 
three-year period of freedom from recurrence was 
obtained in 43 per cent of the cases, while with the 
former it was obtained in 77 per cent. Of the pa- 
tients not subjected to postoperative irradiation, 
only 17 per cent remained free from recurrence for 
this length of time. 

Operation at the earliest possible date remains the 
point of chief importance in the treatment. It 
should be radical and should include removal of the 
axillary glands, even when the nodules are small. 
For many patients with tumors which have ad- 
vanced beyond the first stage—particularly younger 
women—there is no hope. On the other hand, in- 
volvement of the supraclavicular glands often re- 
mains stationary for years, and recurrences in scars 
and glands not infrequently disappear under 
irradiation. Grasuey (Z). 


TRACHEA, LUNGS, AND PLEURA 


Patterson, E. J.: Foreign Bodies in the Respiratory 
Tract and Csophagus. Allantic M. J., 1924, 
XXVIl, 797. 

__ Foreign bodies are common causes of unrecognized 

illnesses in children. Sometimes they are respon- 

sible for repeated attacks of bronchitis or pneu- 
monia with subsequent lung abscess, and sometimes 


they produce symptoms suggesting pulmonary tub- 
erculosis. 

Pain and bleeding are not common results from 
the impaction of a sharp foreign body in the lung. 

A foreign body in the larynx usually causes 
hoarseness, aphonia, and some dyspnoea. A foreign 
body in the trachea often produces an asthmatoid 
wheeze. A foreign body in a bronchus may be 
symptomless. 

In the child, foreign bodies usually lodge in the 
cesophagus at the level of the sternal notch. The 
symptoms depend upon their character and shape 
and their relation to the oesophageal walls. Fre- 
quently obscure respiratory and oesophageal symp- 
toms occurring during the incubation period of the 
acute exanthemata in children may be due to the 
presence of a foreign body. In such cases endoscopy 
without anesthesia is not contra-indicated. 

The author cites several cases in which broncho- 
scopic aspiration or thoracotomy or both were used 
with good results. J. Mureny, M.D. 


Clerf, L. H.: Foreign Bodies in the Air and Food 
Passages: Observations on a Series of Fifty 
Cases. Laryngoscope, 1924, xxxiv, 784. 

The author reports twenty cases of foreign bodies 
in the air passages and thirty of foreign bodies in the 
food passages. The foreign bodies were peanuts, 
beans, tacks, nails, pins, coins, bones, and boluses of 
food. 

The following conclusions are drawn: 

1. The most common contributing factor in the 
occurrence of foreign bodies in the air and food 
passages is carelessness. 

2. Foreign body accidents are more common in 
the young than in adults. Of the fifty cases reported, 
seventeen were those of children 2 years old or 
younger, and twenty-nine those of children between 
the ages of 2 and 5 years. 

3. Every case with a history of foreign-body 
aspiration or swallowing should be carefully in- 
vestigated. Coughing, choking, and gagging are 
very suggestive of foreign body aspiration. 

4. Foreign bodies may be aspirated without the 
patient’s knowledge and without causing immediate 
symptoms. 

5. An asthmatoid wheeze is of considerable di- 
agnostic significance. When it occurs immediately 
after an attack of coughing or choking it is a very 
valuable sign. 

6. Absence of the asthmatoid wheeze does not 
indicate the absence of a foreign body. A wheeze 
previously heard may cease for a time and then be 
heard again. Its cessation may be due to plugging 
of the bronchus by the foreign body or by thick 
secretions. 

7. The asthmatoid wheeze may not be preceded 
by any symptoms of foreign-body aspiration. In 
one case in which there were no initial symptoms of 
laryngeal spasm the wheeze was heard distinctly for 
a period of seven weeks, or until the foreign body 
was removed by bronchoscopy. 
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8. Cough is not a prominent sign after the initial 
laryngeal spasm unless there is a considerable quan- 
tity of secretion or the foreign body is moving about 
in the tracheobronchial tree. 

9. The audible slap and palpatory thud are prac- 
tically pathognomonic of a loose foreign body in the 
trachea. 

10. In young children foreign bodies of vegetable 
origin aspirated into the air passages invariably set 
up an intensive laryngotracheobronchitis with a 
marked constitutional reaction. In older children 
and in adults this reaction does not occur and the 
pathology is usually limited to the obstructed 
bronchus. 

11. By careful physical examination of the chest 
repeated at brief intervals, a majority of foreign 
bodies in the air passages can be definitely localized. 

12. Limitation of expansion is a very valuable 
sign. In the case of a pin in the bronchus this is often 
the only physical sign. 

13. Roentgen-ray studies should be made in 
every case. The roentgenologist can give informa- 
tion regarding the character of the foreign body and 
its location, and very often can aid in the solution 
of the mechanical problems. 

14. Dysphagia occurring after the swallowing of 
a foreign body or without apparent cause represents 
a disturbance in the swallowing function. In such 
cases the roentgenologist should be consulted. 

15. The end-results of vomiting and regurgitation 
may have some points in common, but in many 
respects are dissimilar. Regurgitation is a common 
sign of oesophageal foreign body; vomiting is not. 

16. No one method of removing a foreign body 
can be applied to every case. 

17. Mechanical problems of removal may be 
complicated by the unsuspected presence of non- 
opaque substances about the foreign body. 

18. The removal of foreign bodies should be done 
by direct methods. Digital manipulation, the pass- 
ing of a bougie, or any other method which is not 
carried out under direct vision rarely accomplishes 
its purpose and may do great harm. 

James C. BrasweELL, M.D. 


Moore, W. F., and Lukens, R. M.: Pulmonary Sup- 
purations. Afllantic M. J., 1924, xxviii, 8. 


The points made in this article may be sum- 
marized as follows: 

1. Suppurative conditions of the lungs demand 
for satisfactory treatment the cooperation of the 
internist, roentgenologist, laboratory technician, 
and trained bronchoscopist. 

2. Except when suppuration is complicated by 
empyema, external surgery should be resorted to 
only after other means have been given a thorough 
trial. 

3. Bronchoscopy is without danger. 

4. Bronchoscopic treatment may be given with- 
out anesthesia or a sedative in the cases of children, 
and without general anesthesia in the cases of 
adults. 


5. It does not require hospitalization. 

6. The bronchoscopic aspiration and local treat- 
ment of pulmonary suppurations is based on the 
same principles as the treatment of a purulent col- 
lection in any other part of the body. Free drainage 
is fundamental for suppuration anywhere. 

7. Obstruction to drainage by granulation about 
the orifice of a bronchus or a lessening of its lumen 
by swelling of the mucosa will retard natural recoy- 
ery. These obstructive elements can be overcome 
by local measures during the course of broncho- 
scopic treatment. 

8. Because of the improvement in their condi- 
tion and the lessening of the cough and foul ex- 
pectoration, patients are willing to continue the 
treatment as long as it is deemed advisable. 

g. Acertain percentage of the cases can be cured 
and others can be benefited. In the rest the symp- 
toms can be alleviated. 

10. Diagnostic bronchoscopy is indicated in the 
case of any patient in good general condition whose 
pulmonary disease is not too extensive; also in any 
case in which the internist desires the aid of bron- 
choscopy with aspiration or medication as an addi- 
tion to general measures. 

11. Bronchoscopy is contra-indicated by a recent 
profuse hemorrhage, a very poor general condition, 
very extensive disease of the lung involving one- 
half or more of the lung tissue, organic diseases of the 
heart and great vessels, and laryngeal tuberculosis. 

B. Betrman, M_D. 


(2SOPHAGUS AND MEDIASTINUM 


Schoenbauer, L., and Orator, V.: Peritoneai Trans- 
plantation for Suture of the @sophagus (Peri- 
tonealtransplantation zur Oesophagusnaht). Arch. 
f. klin. Chir., 1924, cxxix, 806. 


The poor results of the operative treatment of 
carcinoma of the oesophagus demand that new 
methods be constantly sought to safeguard the 
cesophageal sutures. Preliminary experiments car- 
ried out by the authors on dogs indicate that the su- 
tures may be securely protected by means of free 
transplants of peritoneum. Earlier experiments 
with pedicled flaps were not successful. The perito- 
neal sheathing with freely transplanted flaps is 
carried out in the following way: 

After the vagi have been dissected off, a large 
sheet of peritoneum from the anterior abdominal 
wall is sewed circularly about the exposed cervical 
portion of the cesophagus in such fashion that the 
fresh wound surface comes to lie on the cesophagus. 
The ensheathed portion of the cesophagus is then 
enclosed in a sheet of fatty peritoneum taken from 
the falciform ligament. 

Necropsy on three dogs operated upon in this 
manner revealed a cavity between the two serous 
surfaces which was free from adhesions. This was 
a completely closed off cavity whose walls appeared 
to be granulating slightly and whose lumen would 
prevent the dreaded mediastinitis in case a fistula 
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juried. ‘The peritoneum was everywhere firmly 
adherent to the oesophagus, a fact confirmed by 
histulogical examination. 

In addition to these three cases there were other 
instances in which free peritoneal transplants led to 
the formation of adhesions, thereby contributing to 
the security of the suture. Kocu (Z). 


McGinnis, E.: Mediastinitis as an Occasional Re- 
sultant Complication of Foreign Bodies in the 
(Esophagus. Laryngoscope, 1924, xxxiv, 831. 

The author calls attention to the fact that foreign 
bodies caught in the oesophagus may easily set up a 
localized infection that might pass through the 
wsophageal wall to infect the lymphatics or the sur- 
rounding tissue of the mediastinum. 

Three cases of foreign bodies in the cesophagus are 
reported. Two in which the mediastinum was in- 
volved were fatal. 

To prevent involvement of the mediastinum, a 
foreign body in the oesophagus must be removed 
early and with minimal trauma. 

James C. BrasweELL, M.D. 


MISCELLANEOUS 


Davis, K. S.: Intrathoracic Changes Following X- 
Ray Treatment: A Clinical and Experimental 
Study. Radiology, 1924, iii, 301. 

Intensive X-ray treatment can produce pulmon- 
ary and pleural lesions in normal animals. Two 
main types of changes are observed: the acute, char- 
acterized by marked oedema and congestion, and the 
chronic, in which fibrosis, and possibly atalectasis, 
play the major part. 

In certain clinical cases definite infiltration of the 
lung and pleural involvement are observed in the 
roentgenogram following intensive X-ray treatment 
directed to the thorax. 

In view of the experimental findings in animals it 
is very probable that similar changes take place in 
the lungs and pleura in man. For this reason it 
would seem that conservatism is indicated in X-ray 
treatment of carcinoma of the breast and other 
superficial malignant lesions of the wall of the chest, 
and that the less penetrating type of irradiation is 
preferable in such cases. 
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ABDOMINAL WALL AND PERITONEUM 


Stewart, M. J., and Mouat, T. B.: Fibroma of the 
Abdominal Wall. Brit. J. Surg., 1924, xii, 355. 


A fibroma of the abdominal wall is a simple 
fibrous tissue tumor arising in the musculo-aponeu- 
rotic structures of the anterior abdominal wall, 
usually below the level of the umbilicus, and tending 
to infiltrate the muscle in which it lies. Eighty per 
cent of persons with such tumors are women who 
have borne children, but in some cases the growth 
occurs in the scar of an operation and in others it 
develops after a local injury. 

It appears reasonable to assume that trauma may 
be a cause and that the trauma of labor is especially 
important, but the infrequency of the condition sug- 
gests that some additional factor is essential. 

A peculiar change is noted in the striped muscle 
fibers enclosed in the growth. The process appears 
to be a de-differentiation resulting in the formation 
of multinucleated plasmodial masses resembling 
foreign body giant cells. 

Desmoids of the abdominal wall usually grow 
slowly in their earlier stages, but with the advent of 
mucoid or myxomatous change may increase in size 
rapidly. They do not form metastases and do not 
endanger life, but there is no evidence that they 
ever disappear spontaneously. 

The treatment should be given early and should 
consist in complete removal with resection of a mar- 
gin of healthy tissue. Recurrence means incomplete 
resection and demands a more radical operation. 

Sarcomatous change has never been reported. 

Howarp A. McKnicut, M.D. 


Ranft, G.: Operations for Inguinal Hernia During 
Childhood, Especially During Infancy (Zur 
Frage der Leistenbruchoperationen im Kindesalter, 
mit besonderer Beruecksichtigung des Saeugling- 
salters). Monatsschr. f. Kinderheilk., 1924, xxvii, 
547- 


Whereas the radical operation has long been the 
method of choice in the treatment of hernia in 
adults, its value for children, and especially for in- 
fants, has become recognized only in the last two 
decades. Today, extreme youth is no longer regard- 
ed as a contra-indication. Even if a hernia becomes 
reduced spontaneously in an infant, its site still 
remains and a recurrence may develop when the 
patient begins active working life. 

Sick children, such as those with the spasmophilic 
diathesis and status thymicolymphaticus, are not fit 
subjects for operation. In healthy infants the opera- 
tive mortality is no higher than that at later ages. 
Even narcosis offers no greater danger for the infant. 
Chloroform alone or chloroform and ether should be 


used. In the author’s sixty-one operations there 
were only two accidents during anesthesia and in 
both of these cases the child was soon revived. 

Breast-fed infants should be operated upon only 
if nursing can be continued. An infant is in no way 
injured by the radical operation or its stay in the 
hospital if it is well nourished. Often, in fact, the 
radical operation overcomes previously existing dis- 
turbances of digestion. 

The application of a truss to infants is not recom- 
mended by the author. It is of only temporary use, it 
does not prevent later recurrence, and it is frequently 
injurious, causing inflammation of the skin, weaken- 
ing of the hernial opening, irritation of the contents 
of the hernial sac, etc. It should be remembered also 
that the constant wearing of a truss restricts the 
child in its physical and mental development. 

Special care must be taken to maintain asepsis in 
the cases of children and infants. 

Children with diseases of the skin and other infec- 
tions should not be operated upon until these affec- 
tions are cured. Further indications for delaying or 
refusing operation are tuberculosis, lues, constitu- 
tional anomalies, disturbances of nutrition, and 
other manifestations of like nature. The author 
recommends that operation be done in the first three 
months of life only when the indications are very 
definite. When they are not definite it is better to 
wait until the child has greater resistance. 

At the University Clinic at Leipzig in the last year 
and a half seventy children under 1 year of age were 
operated upon for inguinal hernia. Ten of the her- 
niez were irreducible and incarcerated. Of the re- 
maining sixty, fifty-one were in boys. Ten of the 
children were 3 months old or younger; twenty-five. 
from 3 to 6 months old; thirteen from 6 to 9 months; 
and thirteen over 9 months. Almost one-half of the 
cases were operated upon by Kocher’s simplified 
method, but the author prefers the high ligature of 
Karewski without closure of the hernial opening as 
the plastic procedure requires too much time. He 
believes Kocher’s method should be reserved for 
cases in which the employment of the high ligature 
is impossible because the hernia is a sliding hernia or 
for some other reason. In the three cases of hernia 
in girls the author found contents in the hernia! sac 
(twice an ovary and tube; once an ovary and the 
uterus). In the boys, the hernia had contents in 
about half of the cases. In some instances the con- 
tents were inflamed and showed a tendency toward 
the formation of adhesions. 

The temperature of the child operated upon was 
recorded carefully. On the evening of the operation 
it was usually between 37.5 and 38.5 degrees C., and 
on the day following the operation between 38 and 39 
degrees. Thereafter a slow fall by lysis occurred. so 
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that on the third day after the operation there was 
no fever. In none of the cases except one was the 
operation followed by complications. In the one 
exception bloody stools were passed twice. A re- 
currence was found only three times in forty-five 
children re-examined. 

Of the ten patients with an incarcerated hernia, 
nine were boys. Nine of these patients were dis- 
charged as cured a few days after the operation. One 
s-months-old infant died shortly after the herniot- 
omy. probably because the operation had lasted too 
long (one hundred and ten minutes) and was too 
severe (resection of 6-cm. of gangrenous ileum). 
There was only one recurrence in these cases. Since 
the danger of incarceration is very great, operation 
should be performed in every case of inguinal hernia 
in an infant, even when attempts at reduction are 
successful. 

Of fifty-three children between 2 and 3 years of 
age who had hernia, fifty-one were operated upon. 
In two of these cases the hernia was incarcerated. 
Only two of the patients were girls. In one case 
healing occurred by secondary intention following a 
slight wound infection. One patient was a bleeder. 

Seventy-five herniz in sixty-eight children be- 
tween 3 and 14 years of age were operated upon. In 
sixty-nine, primary healing resulted. In the others 
there were slight disturbances of healing. In the 
majority of these cases the method of Bassini was 
employed, but for this group also the author recom- 
mends the simple high ligature of Karewski. a pro- 
cedure which very thoroughly removes only the still 
open processus peritonei vaginalis and therefore pre- 
vents the formation of an indirect inguinal hernia. 
In no case treated by high ligature was there a recur- 
rence or a disturbance of healing. 

In simple cases of hernia, plastic operations are 
unnecessary and it may be possible to disregard the 
incision and suturing of the external aponeurosis 
which increase the danger of recurrence. In cases 
of sliding hernia and in the presence of adhesions, 
Kocher’s method of invagination is indicated. 

The results of the radical operation in early child- 
hood may be designated as good. In the series of 
cases reviewed they were as follows: 

First year Second year Ages 3 to 
of life of life 14 years 


Per cent Percent Per cent 
Recurrence. .............. 4.7 2.4 ° 
0.0 fo} 
Creit (Z). 


Schoenbauer, L.: Experimental Studies on Drain- 
age of the Peritoneal Cavity and on the Physio- 
logical Protective Powers of the Peritoneum 
‘Experimentelle Untersuchungen ueber die Drain- 
age des Cavum peritonei und ueber den physio- 
logischen Schutzapparat des Peritoneums). Wien. 
hlin. Wehnschr., 1924, xxxvii, 412. 


Albrecht has abandoned drainage of the perito- 
neum for the reason, among others, that resorption 


is retarded thereby. In a series of experiments 
Schoenbauer found that resorption is unaffected, at 
least in the first six hours of drainage, and that in an 
infected peritoneum the resorption is increased, as 
Clairmont and von Haberer have shown. When 
animal charcoal was introduced into the normal and 
the infected peritoneum it was found that it was not 
brought into the dressing material by drainage, but 
was diverted toward the diaphragm, as occurred also 
in the undrained cases. This was true even when 
the dressing material was kept moist. 

These findings again show that there is no such 
thing as drainage of the peritoneal cavity, but that 
it is possible by means of a drain to close off a part 
of the peritoneal space from the rest of the abdomi- 
nal cavity because adhesions form rapidly. It would 
therefore be more correct to speak of a “ walling-off ” 
than of drainage. Drainage is necessary only when 
infectious material must be left behind in the peri- 
toneal cavity. 

The author found also in his investigations that 
the bactericidal power of the peritoneal exudate is 
two or three times as great as that of the exudate 
obtained from the subcutaneous tissue. 

SALZER (Z). 


GASTRO-INTESTINAL TRACT 


Hutchison, R., Wallace, Sir D., Fraser, J., and 
Others: Discussion on Visceroptosis. Edin- 
burgh M. J., 1924, n. s. xxxi, Tr. Med.-Chir. Soc. 
Edinburgh, 225. 


Visceroptosis is found much more fréquently in 
females thanin males. While the genesis of the condi- 
tion is still in dispute, it is generally recognized that 
there are two main varieties, the congenital and the 
acquired. Proof of the existence of a congenital 
type is the fact that acute intussusception in chil- 
dren occurs only in the presence of visceroptosis. 
The caecum, ascending colon, and hepatic flexure 
fail to attach themselves to the posterior abdominal 
wall and as a result the remaining abdominal organs 
sag and the process is begun. An error in the sympa- 
thetic nerve supply of the gut is responsible for the 
initiation of intussusception. Visceroptosis is char- 
acterized by deficient muscular and visceral tone 
and a special fatigableness of the nervous system. 

The maternal type is attributed to such factors as 
stretching of the abdominal wall by repeated preg- 
nancies, weakening of the pelvic floor, and the 
absorption of intra-abdominal fat. Certain abnor- 
mal peritoneal bands and kinks (Jackson’s mem- 
brane, Lane’s kink, mesocolic fold, etc.) may be the 
cause of many of the symptoms. Others may result 
from functional incapacity of the viscera. 

Visceroptosis and neurasthenia often coexist, both 
being aspects of the ‘“‘morbus asthenicus.” By 
interfering with nutrition the dropping of the or- 
gans may still further aggravate the nervous condi- 
tion, setting up a vicious circle. The symptoms are 
apt to vary according to the mental make-up of the 
subject. 


| in 
nly 
vay 
the 
the 
dis- 
ym- 
it 
itly 
en- 
nts 
so 
the 
in 
ec- 
or 
tu- 
ind 
hor 
ree 
ery 
to 
ear 
ere 
er- 
re- 
the 
ve, 
hs; 
the 
ied 
of 
as 
He 
for 
ire 
or 
nia 
sac 
he 
in 
on- 
urd 
vas 
ion 
nd 
so 


120 INTERNATIONAL ABSTRACT OF SURGERY 


Visceroptosis may simulate almost any other 
abdominal condition and the dropping of various 
organs may eventually lead to organic trouble. The 
exclusion of organic disease in the presence of vis- 
ceroptosis is difficult. 

Important factors in the treatment of visceroptosis 
are its early detection; improvement in the general 
condition, particularly by increasing the amount of 
fat; the use of an efficient abdominal support; and 
correction of the abnormal mental state. Operation 
should not be attempted until every other form of 
treatment has been tried. Cyr J. Grasper, M.D. 


Hohlweg, H.: Observations and Conclusions Based 
on 100 Gastroscopies (Beobachtungen und Be- 
trachtungen auf Grund von too Gastroskopien). 
Muenchen. med. Wehnschr., 1924, \xxi, 506. 


Hohlweg prefers the rigid gastroscope and agrees 
with Schindler that the introduction of the rigid 
instrument is possible in from go to 95 per cent of 
the cases. Resistance to its passage occurs most 
frequently in the region of the constrictor pharyngis 
or immediately above the csophageal hiatus. Fre- 
quently it is possible to overcome such resistance by 
introducing the gastroscope a second time after an 
interval and passing it into the stomach rapidly 
before the muscle has time to respond to the irrita- 
tion with spasm. One fault of the gastroscope is 
that it does not reveal all parts of the stomach. 

Gastroscopy comes into consideration only at the 
end of a gastric examination after all other methods 
have been used without leading to a diagnosis. The 
study of the pylorus has given rise to many ques- 
tions from a physiological point of view. It is as- 
tonishing that the pylorus is almost always found in 
constant motion. This is due perhaps to the pres- 
sure of the gastroscope on the nerve trunks, causing 
reflex pyloric contractions. Possibly the inflation 
of the stomach with air is responsible, since the 
sphincter is stimulated to a certain extent by a 
filled stomach. An entirely rigid pylorus is patho- 
logical, indicating the presence of a prepyloric or 
duodenal disease process. 

The diagnosis of gastritis is aided by the gastro- 
scope. Often an ulcer and gastritis are present at the 
same time and the relief of the gastritis by suitable 
treatment is interpreted as healing of the ulcer 
though the latter may still be seen with the gastro- 
scope. Recurrence of the gastritis with exacerba- 
tion of the subjective symptoms is explained as a 
recurrence of the ulcer. 

Gastritis is an important factor also in the com- 
plaints following gastro-enterostomy. In such cases 
it is evidently due to the entrance of intestinal juices 
into the stomach. Pribram has written of this in an 
article entitled ‘‘Gastro-enterostomy as a disease.” 
The author warns against performing a gastro- 
enterostomy unless it is very definitely indicated. 

Gastroscopy lends valuable aid in the diagnosis of 
ulcer, but a negative finding is not to be taken as 
conclusive. For the diagnosis of carcinoma it will 
become worth while only when patients consult their 


physicians earlier than is the rule today. A negative 
finding must be cautiously evaluated. In two cases 
Hohlweg observed a large bullous swelling of the 
mucous membrane similar to the bullous cedema of 
the mucous membrane of the bladder due to disease 
of neighboring organs. In one case it was due toa 
carcinoma of the pancreas and in the other to 
pancreatitis. Von TAPPEINER (Z). 


Feller, R.: Operative Treatment of Perforated 
Ulcer of the Stomach (Zur operativen Behand- 
lung des perforierten Magengeschwuers).  Devischy 
Zischr. f. Chir., 1924, clxxxiv, 398. 


The author gives in their chronological order and 
explains the suggestions which have been made for 
the treatment of perforated ulcer of the stomach: 
(1) tamponade; (2) covering the defect with omen 
tum, serosa, peritoneum, or an adjacent organ; (3) 
suturing the site of perforation into the abdominal 
wound and closing the opening with a large drain; 
(4) suturing over the ulcer; (5) suturing over the 
ulcer and gastro-enterostomy; (6) suturing over the 
ulcer, gastro-enterostomy, and pyloric exclusion 
(von Eiselsberg); (7) excision of the ulcer; (8) resec- 
tion. 

There is considerable difference of opinion as to 
which of these is the procedure of choice. The 
author advocates resection and reports two cases. 
His first case was one of perforated callous ulcer in 
the anterior wall of the pylorus. Excision in healthy 
tissue revealed a second callous ulcer, not perforated. 
in the posterior wall and separated from the first by 
healthy tissue. The pylorus was then immediately 
resected, the resection being extended far into the 
duodenum and stomach, and the stumps were su- 
tured according to the Billroth I method. The pa- 
tient withstood the operation well. 

In the second case a perforated callous ulcer was 
situated in the anterior wall of the stomach, hall- 
way between the greater and lesser curvatures, and a 
second ulcer, not perforated, was found nearer the 
cardia in the posterior wall of the lesser curvature. 
On account of the patient’s poor condition, only 
excision of the perforated ulcer, anterior gastro- 
enterostomy, and entero-anastomosis were one. 
At the end of exactly seven months, the patient 
returned for operation on the second ulcer in the 
posterior wall, which had not healed. A longitudinal 
excision of the ulcer was done and the stomach wall 
sutured together in a longitudinal direction. Smooth 
healing resulted. 

Petrén gives the frequency of multiple ulcers in 
cases of perforated ulcer as 27 per cent; Brunner, as 
32 per cent; and Brentano, as 33 per cent. Schuclein 
found multiple ulcers in two of ten cases of perfor- 
ated ulcer coming to autopsy but never found them 
at operation. Prader observed them in more than 
one-fourth of all cases coming to autopsy. Speck 
found them only once and then at autopsy. Paul 
discovered them once in twenty-seven cases, and 
Wildegans, once in fifty-three cases. In a subse- 
quent examination of resected specimens in two 
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cases Friedemann found a non-perforated ulcer in 
the posterior wall in addition to the perforated ulcer 
located on the anterior wall. On one occasion 
Prader observed a second perforated ulcer. Petrén 
gives the incidence of a second perforated ulcer as 5 
per cent; Brentano, as 8 per cent, and Ackermann, 
as 10 per cent. Brunner lists eight cases; in four, 
the second perforated ulcer was discovered at 
autopsy. HauMAnn (Z). 


Perrin: The Late Results of the Suture of Gastro- 
duodenal Ulcer Perforations with or without 
Gastro-Enterostomy (Résultats éloignés de la 
suture des perforations des ulcéres gastro-duodenaux 
avec ou sans gastro-entérostomie). Lyon chir., 1924, 
XXi, 409. 

Of twenty-one cases of perforated ulcer in which 
simple suture was done with or without gastro- 
enterostomy, seventeen were operatively healed. In 
these seventeen cases there were no painful gastric 
symptoms when the patient left the hospital. The 
end-results in eight cases operated upon more 
than eighteen months ago are summarized as fol- 
lows: 

Case 1. Perforated ulcer of the lesser curvature 
operated upon at the twenty-eighth hour three 
years and eight months ago. The patient has no 
symptoms, is not confined to any particular diet, 
and has gained 8 kilos. Two Weber tests have been 
negative. 

Case 2. Perforated pyloric ulcer operated upon 
in the tenth hour by suture and gastro-enterostomy 
twenty-two months ago. The patient has no gastric 
symptoms and has gained 3 kilos. Three Weber 
tests have been negative. The bismuth meal passes 
entirely by the gastro-enterostomy. 

Case 3. Perforated ulcer on the duodenal side of 
the pylorus operated upon in the forty-second hour 
by suture with gastro-enterostomy twenty months 
ago. The patient has normal digestion and is not 
restricted to any particular dict. His weight remains 
constant. Two Weber tests have been negative. The 
bismuth meal passes by way of the pylorus. The 
gastro-enterostomy appears to be obliterated. 

Case 4. Perforated prepyloric ulcer operated 
upon in the twelfth hour by suture without gastro- 
enterostomy two and one-half years ago. The pa- 
tient has good digestion without pain, is well nour- 
ished, and has gained 5 kilos. Four Weber tests 
have been negative. 

Case 5. Perforated pyloric ulcer operated upon 
in the fiftieth hour by simple suture four years ago. 
The patient has gained 1 kilo and experiences pain 
only after a heavy meal causing distention. The 
stomach is dilated but without visible peristalsis. 
The X-ray shows a horizontal stomach at the level 
of the umbilicus and normal emptying time. 

_ Case 6. Perforated pyloric ulcer operated upon 

in the fiftieth hour by simple suture three years and 

two months ago. The patient has gained 12 kilos 
and has normal digestion. Two Weber tests have 
been negative. 


Case 7. Perforated ulcer of the lesser curvature 
operated upon in the fortieth hour by simple suture 
eighteen months ago. The patient experiences dis- 
comfort at rare intervals when he over-eats. His 
weight has remained stationary. The Weber test 
and clinical and X-ray examinations have been 
negative. 

Case 8. Perforated prepyloric ulcer operated 
upon at the eleventh hour by simple suture three 
and one-half years ago. The patient is without 
symptoms and has gained 4 kilos. Two Weber tests 
have been negative. 

In the author’s opinion, the result in Case 5 might 
have been improved by a gastro-enterostomy. 

Perrin concludes that, with the exception of 
Case 5, the results of suture with gastro-enterostomy 
were no better than those of simple suture alone. As 
even a more or less extensive resection may be fol- 
lowed by recurrence, there is little justification for 
pylorectomy. 

Patel recommends suture with gastro-enterostomy 
in all cases. Perrin considers gastro-enterostomy of 
great value when the suturing is doubtful and 
when it obliterates the pylorus. 

Water C. Burkert, M.D. 


Novak, N.: Surgical Treatment and Its Late Re- 
sults in Gastric and Duodenal Ulcer (Ueber die 
chirurgische Behandlung und deren Spaeterfolge bei 
Magen- und Duodenalgeschwueren). Beilr. s. klin. 
Chir., 1924, Cxxxi, 566. 

The author reports upon 234 cases of gastric and 
duodenal ulcer which were treated surgically during 
the past eight years. Eighty-nine of the patients 
were re-examined after from two to eight years. 
Operation was performed only when repeated, long- 
continued medical management failed to give results 
or when there were special complications. Causal 
therapy is out of the question as long as not all of 
the etiological factors are known. By operation it is 
impossible to overcome the tendency toward ulcer 
formation, and even a successful operation cannot 
influence the tendency toward the formation of new 
ulcers. 

Absolute indications for interference are perfora- 
tion, complete stenosis, repeated hamorrhage, and 
suspected malignancy. Among the relative indica- 
tions, aside from long duration of the lesion and re- 
peated small hemorrhages, the patient’s economic 
status is of importance. 

Of the 234 cases reviewed, 152 were those of men. 
Seventy-five per cent of the patients were between 
25 and 45 years of age. In more than two-thirds of 
the cases the symptoms had been present for more 
than five years. In general, the cases in which they 
had been noted for the shortest length of time were 
found at operation to have the most pronounced 
changes. Normal acidity was demonstrated in 24.7 
per cent, hyperacidity in 60 per cent, hypo-acidity 
in 14 per cent, and anacidity in 3.8 per cent. In 
eighty-six cases under careful observation, occult 
blood was found in the stools without hamatemesis. 
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The X-ray revealed the ulcer in 80 per cent of the 
cases. In only twelve could Haudek’s niche be 
demonstrated. 

The ulcer was on the lesser curvature in ninety 
cases, at the pylorus in 104, and in the duodenum in 
thirty. In ten cases it was a postoperative lesion. 
Of the lesser curvature ulcers, 17.7 per cent caused 
an hour-glass contraction. In 50 per cent of the cases 
of pyloric ulcer there was complete stenosis. A cal- 
lous ulcer was encountered thirty times, and an 
ulcer penetrating into the liver and pancreas twelve 
times. The association of duodenal ulcer and chronic 
appendicitis was striking. 

Posterior retrocolic gastro-enterostomy was done 
in 401 cases of gastric ulcer and seven cases of duode- 
nal ulcer. Gastrogastrostomy was done seven times, 
partial resection six times, the Billroth II operation 
fifteen times, and pyloric exclusion fifty times. 
Whenever vital indications did not demand imme- 
diate interference the attempt was made to bring 
the ulcer to the so-called latent stage before opera- 
tion because in the stage of exacerbation the changes 
are always more severe. The results of pyloric ex- 
clusion by the von Eiselsberg method were not good. 
This method is therefore no longer used. The 
results obtained from gastro-enterostomy were 
satisfactory. So long as the etiology of gastric and 
duodenal ulcer is not known, no operative procedure 
can be called perfect. Bove (Z). 


Hunt, E. L.: Intestinal Obstruction by Meckel’s 
Diverticulum. Boston M. & S. J., 1924, cxci, 722. 


This article gives a comprehensive review of the 
etiology and pathology of Meckel’s diverticulum and 
a report in full of six cases which recently came 
under Hunt’s observation, including one of his own. 

The most common complications of Meckel’s 
diverticulum are obstruction, inflammation, and 
foreign bodies, in the order named. Of the obstruc- 
tive conditions, cords and bands, intussusception, 
and volvulus are most frequent. In four of the cases 
reported the condition was obstructive, and in two 
was incidental to appendicitis. Five of the patients 
recovered. 

In Hunt’s case, which was of over fifty hours’ 
duration, a loop of small intestine was found strangu- 
lated by a string-like appendage of Meckel’s diver- 
ticulum. After this was released the appearance of 
the bowel became more normal, but because of the 
great distention and injection above the strangu- 
lated loop, Hunt secured the diverticulum in the 
lower angle of the wound as he anticipated the neces- 
sity for later drainage of the upper bowel. As the 
distention was not benefited by the operation, he 
opened the diverticulum and inserted a tube. Relief 
of the ileus followed. Recovery occurred after a 
fecal discharge from perforation of the gut at the 
point of strangulation and a secondary hemorrhage. 

In the closed types of diverticulum the diagnosis 
cannot be made in an acute crisis. The aim should 
be to establish a diagnosis of intestinal obstruction 
and to operate early, keeping in mind the possibility 


of a diverticulum or its appendage. It may be sus- 
pected to be the causative factor in young males who 
have had no previous operations or hernia and in 
persons with known developmental defects, such as 
an umbilical sinus in infancy or childhood. Physical 
evidence is of little help as the signs usually consist 
of a tender fullness in the lower right quadrant sug- 
gesting appendicitis. 

The mortality is usually high as the cases do not 
come to operation early. Early recognition is as 
important in the obstructive type as in the inflam- 
matory type of lesion, and early operation is par- 
ticularly important in the former. 

Oscar S. Proctor, M.1). 


Pannett, C. A.: Duodenectomy. Brit. J. Surg., 1924, 
xii, 273. 

In considering duodenectomy for duodenal ulcer 
it must be remembered that two ulcers may be pres- 
ent simultaneously. Also that as there is a tendency 
to widespread fibrosis in the region of an ulcer, the 
common bile and pancreatic ducts may be injured 
unless great care is taken to keep the dissection close 
to the duodenal wall. Large vascular trunks cannot 
be ligated because the duodenum and pancreas have 
a common blood supply. The numerous small 
branches must be ligated separately. 

The suitability of the case for duodenectomy 
must be determined after access has been gained to 
the site of operation and the duodenum has been 
freed from adhesions. The range of operability in- 
creases with the experience of the operator. Resec- 
tion is contra-indicated if the surgeon believes he 
cannot keep clear of the common bile duct, if he 
cannot define it in the gastrohepatic omentum, or if 
the ulcer extends down far enough to reach the 
ampulla. In the performance of the resection the 
greater omentum is divided just below the pylorus, 
the lesser omentum penetrated, and the duodenum 
freed along its inferior border. 

The pyloric artery is then divided, the attachment 
of the gastrohepatic ligament to the stomach is 
severed, and the superior border of the duodenum is 
freed. Great care must be taken to avoid injury to 
the common bile duct. The stomach is divided just 
proximal to the pylorus, the duodenum turned over 
to the right, and the posterior aspect of the duode- 
num separated from the subjacent pancreas. Ii 
fibrosis obscures the plane of cleavage, the floor of 
the ulcer may be left embedded in the pancreatic 
tissue. When normal bowel is reached distal to 
the ulcer, the duodenum is clamped and divided 
and an end-to-end or a side-to-end anastomosis is 
made. 

The operation is long and tedious, requiring from 
one and one-half to two hours, but there is minimal 
exposure of the viscera, the anesthesia may be 
light, and in cases treated by experienced operators 
the mortality islow. The greatest danger is injury to 
the pancreatic or bile ducts. The former is much 
the more serious. The possibility of an accessory 
pancreatic duct must be borne in mind. 
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Further studies are necessary to determine wheth- 
er duodenectomy gives results sufficiently better 
than those of gastrojejunostomy to compensate for 
its greater mortality. 

The author reports nine cases treated by duo- 
denectomy. Leo M. ZimmMeRMAN, M.D. 


Jones, D. F., and Hayden, E. P.: Carcinoma of the 
Colon. Boston M. & S. J., 1924, cxci, 471. 


Symptoms of obstruction occur late in the course 
of carcinoma of the colon. The early symptoms are 
due to slight irritation which produces irregularity 
of the bowels, more gas than usual, and a little blood 
in the stool. There is often a history of increasing 
constipation or frequent small stools. Discomfort 
rather than pain occurs in the lower abdomen, 
usually on the right side; this is caused by the forc- 
ing of gas and intestinal contents into the caecum 
by reverse peristalsis. Blood, pus, and mucus in 
the stools are danger signals. In some cases these 
may be due to dysentery or ulcerative colitis, but if 
the proctoscope shows a normal rectal mucosa the 
chance of carcinoma of the colon is increased. In 
diverticulitis of the colon there are repeated attacks 
of pain and tenderness in the left lower abdomen for 
a number of years, and blood is found in the stools 
only rarely. 

Carcinoma of the right colon is associated with 
marked anemia. That the loss of weight is due to 
obstruction rather than the growth is evident from 
the fact that the patient gains weight after a colos- 
tomy. The shape of the stool is of no significance. 
Only rarely is a tumor palpable. A diagnosis of 
carcinoma is not necessarily excluded because the 
patient is young. The X-ray should not be trusted 
implicitly but a doubtful diagnosis may be made 
certain by a barium enema. 

The authors urge more frequent resort to the radi- 
cal operation even in cases which might seem too far 
advanced. A mortality of 25 per cent is acceptable 
when one considers that about 60 per cent of per- 
sons with advanced carcinoma will live comfortably 
for three or more years after the radical operation. 

If resection is not warranted, a short-circuiting 
operation should be done instead of a colostomy. 
The mortality of the two-stage operation is about 
25 per cent lower than that of the one-stage opera- 
tion. The colostomy which is done in the two-stage 
method permits the patient to recuperate from the 
toxemia of obstruction and prevents intra-intestinal 
pressure on the suture line after resection. The 
results of resection can be improved by walling off 
the field of operation to limit infection; by forming a 
lateral anastomosis when there is sufficient bowel; 
by using the closed methed of suture; and by per- 
forming a cacostomy instead of a colostomy. The 
authors discuss the advantages of ce#costomy over 
colostomy at length. They urge the use of morphine 
for the first week to prevent active peristalsis. 

_ Sixty-six cases are reviewed. Resection was done 
in thirty-three cases, with a mortality of 18 per cent; 
short-circuiting in sixteen, with a mortality of 6 per 


cent; exploratory laparotomy in five, with a mor- 
tality of 40 per cent; and colostomy in twelve with 
no mortality. In the twenty-seven cases in which 
the left colon was resected there were five deaths, a 
mortality of 18 per cent, and in those of resection of 
the right colon there were six deaths, a mortality of 
16 per cent. Sixty-one per cent of the patients were 
living three years after the operation and 41 per 
cent were living five years after the operation. 
VERNE G. BurDEN, M.D. 


Berceanu, D.: The Lymphatic Connections Be- 
tween the Appendix and the Duodenopan- 
creatic Region (Les relations lymphatiques entre 
l’appendice et la région duodéno-pancréatique). 
Rev. de chir., Par., 1924, xliii, 356. 


The findings made in a study of the efferent lym- 
phatics of the appendix in fifty-one newborn infants 
after injection with prussian blue, ether, and tere- 
benthene are summarized by Berceanu as follows: 

1. The efferent appendiceal lymphatics follow the 
mesenteric vessels and empty behind the body of the 
— into the lymphatic trunks of the right 
colon. 

2. The first lymph glands which receive the effer- 
ent appendiceal trunks have a variable location in 
one of three groups: (a) a lower ileocecal group 


C. c., colic collectors; c. ent., enteric collectors; c. app., 
collectors: (a) ileocecal gland, (b) mesenteric 
gland, (c) duodenopancreatic gland. 
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(thirty times in the fifty-one specimens); (b) a mid- 
dle or mesenteric group (eighteen times); and (c) a 
superior or duodenopancreatic group (three times). 

Berceanu never found appendiceal lymphatics in 
the region of the cystic or common bile duct or a 
communication between the appendiceal or pan- 
creatic lymphatics and the choledochus. 

Three specimens in which the appendiceal lym- 
phatics emptied directly by the normal route into 
the superior or duodenopancreatic lymph glands are 
described and shown in illustrations. This finding is 
of importance in relation to the etiology of gastro- 
duodenal ulcer. 

On the basis of a study of the course of the appen- 
diceal lymphatics in relation to gastroduodenal 
ulcer Braithwaite reports two routes for the ileo- 
cecal lymphatics: (1) a normal path which plunges 
toward the lumbar glands, and (2) an abnormal 
path which leads to the duodenogastric lymph 
glands. In Berceanu’s opinion the latter is a normal 
rather than an abnormal course. 

WALTER C. Burket, M.D. 


Heyd, C. G.: Mimicry of Gastroduodenal Ulcera- 
tion by Disease of the Appendix. Med. J. & 
Rec., 1924, Cxx, Supp. xcvii. 

On the basis of their histories the author classifies 
a series of operatively proved cases of chronic 
appendicitis into four groups: Group 1, those with 
symptoms confined to the right lower quadrant; 
Group 2, those with symptoms that were manifestly 
reflex and referred to the upper abdomen, particu- 
larly the stomach; Group 3, those with the symp- 
toms of Group 2 plus hematemesis; Group 4, those 
with pain in the right lower quadrant plus irritabil- 
ity of the colon. 

It is surprising to note that fully one-third of the 
patients complaining of distress in the upper abdo- 
men had had previous attacks of abdominal pain of 
rather an acute nature which could be reasonably 
interpreted as due to appendicitis. Local pain in the 
area of McBurney’s point was present at the time 
of the examination or had been present in 80 per 
cent of the cases, and when present at the time of 
examination was almost invariably associated with 
tenderness. The symptoms in the upper abdomen 
included pain which was more frequently in or about 
the region of the umbilicus than above it. It was a 
pain of variable intensity with a definite radiation 
downward and to the right lower quadrant. In 
indicating its site the patient usually placed his hand 
with the center of the palm over the umbilicus. The 
pain was manifestly made worse by the ingestion of 
food. In fully 50 per cent of the cases it seemed to 
be made more severe by certain foods. There was no 
constancy in these articles of diet; a food that could 
be eaten with comparative freedom from pain at one 
time caused a greater degree of pain at another. No 
periodical or rhythmic recurrence of the pain in rela- 
tion to fixed hours of eating was noted. There were 
periods of days when there was no distress whatso- 
ever; symptoms present on one day were sometimes 


absent on the following day and thereafter jor 
variable length of time ranging from a week to six 
weeks. 

Throughout the history there was a variability in 
the time of onset of the symptoms and their relation 
to the time of food ingestion. In ulcer of the gastro- 
duodenal segment vomiting is rare, but in appendi- 
ceal dyspepsia it is probably the most constant sign 
of all. 

Not an uncommon history is that of pain coming 
on suddenly, irrespective of the quality of the food, 
epigastric in type, radiating downward to the right 
lower quadrant, and followed by repeated attempts 
at vomiting. The outstanding feature of the symp- 
toms of ulcer is their regularity and their more or 
less constant repetition day after day over a period 
of time under the same conditions of food intake. 
The element of regularity is exhibited in approxi- 
mately go per cent of cases of true gastroduodenal 
ulcer. Pain which is truly epigastric and of variable 
intensity is almost always present. The onset of the 
pain bears a definite time relationship to the inges- 
tion of food. This time relationship is periodical in 
recurrence day after day upon the ingestion of the 
same articles of food. It is the absence of regularity 
in the symptoms of chronic disease of the appendix 
that differentiates it from gastroduodenal ulcera- 
tion. 

Of 500 cases reported by Deaver, 161 were oper- 
ated upon in an acute phase of the disease. 

Chronic dyspepsia of many years’ duration is 
frequently cured by an appendectomy for acute 
appendicitis. 

Moynihan, and later Braithwaite, described three 
stigmata of a chronically diseased appendix that 
ordinarily may be observed through an incision in 
the upper abdomen: (1) “tumultuous contracture” 
of the antral portion of the stomach; (2) remarkable 
hypervascularization of the pylorus; and (3) hyper- 
plasia of the subpyloric group of glands. 

The author believes that long-continued infection 
of the appendix is associated with certain patho- 
logical findings in the liver; that in the very mild 
cases these changes include a periportal infiltration, 
first by round cells and later by polymorphonuclear 
cells; and that finally there is some degree of hepatic 
degeneration with fibrous tissue replacement giving 
the picture of mild periportal fibrosis. In more 
chronic cases or those of somewhat greater inicc- 
tivity but still essentially chronic there is peribiliary 
infiltration in addition to periportal infiltration, and 
the round-cell infiltrative process may pass from the 
periportal to the peribiliary systems. Invariably in 
such cases the gall bladder exhibits certain carly 
pathological changes and the liver shows the suriace 
marking of interstitial hepatitis. 

Cart D. Neruotp,M.D. 


Meyer, W.: Incision for Retrocecal Appendix. 
Ann. Surg., 1924, xxx, 511. 


For the better exposure of the retrocecal or retro- 
colic appendix Mever advocates a posterior incision 
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instead of the usual anterior, pararectal, or per- 
recta! incision. With a sand bag under the patient’s 
right hip, the cut is made upward from 2% to 3 in. 
in the direction of the right kidney from the center of 
the Jine connecting McBurney’s point and the ante- 
rior-superior iliac spine. An incision made in this 
manner will open directly into the retrocecal and 
retrocolic space. 

If the McBurney intermuscular operation has 
already been done, the posterior incision is begun 
from the middle of the upper lip of the transverse 
muscular and peritoneal wound and extended up- 
ward in the same line as the skin incision. If the 
retrocecal or retrocolic position of the appendix is 
recognized before operation, the posterior incision 
should be made primarily. 

The advantages claimed for the posterior incision 
are that it gives a clearer approach to the retrocecal 
and retrocolic appendix by the shortest route and if 
adhesions or abscesses are present, the former can 
be dealt with more easily than when the usual type 
of incision is made and the latter may be drained 
without involving the general peritoneal cavity. 

M. L. Mason, M.D. 


Oudard: Four Cases of Acute Intestinal Obstruc- 
tion Following Appendectomy (Quatre cas 
docclusion aigué consécutive a l’appendectomie). 
Bull. et mém. Soc. nat. de chir., 1924, 1, 660. 


In the cases reported the intestinal obstruction 
was caused by inflammatory adhesions about the 
lower ileum. In all, there had been severe appendici- 
tis; in one, a general peritonitis; and in another an 
abscess. 

In three cases the obstruction was primary, no 
evacuation occurring after the operation, but in one 
case it was secondary, occurring suddenly after 
twelve days. In one case simple liberation of the 
adhesions was sufficient to restore normal condi- 
tions; in the three others the extent of the lesions 
made this impossible. In two of the latter, enteros- 
tomy was followed by recovery. In the other, a 
lateral anastomosis was formed between a loop of 
the terminal ileum and the ascending colon, but 
the patient died on the eighteenth day. Autopsy 
showed absence of peritonitis and a functioning 
anastomosis. 

Postoperative obstruction usually seems to be the 
result of incomplete freeing of the caecum and ileum 
and careless replacement. In the author’s case in 
which the obstruction was secondary the cause may 
have been faulty invagination of the stump of the 
= aguas and its encroachment upon the ileocecal 
Valve. 

In cases of long-standing obstruction a short- 
circuiting operation is always dangerous as it per- 
mits the absorption of the toxic contents of the 
intestines. 

_ After enterostomy the lumen of the bowel at the 
site of the obstruction usually becomes patent and 
the tistula closes spontaneously. 

ALBERT F. DeGroat, M.D. 


Macewen, J. A. C.: Obstinate Constipation Treat- 
ed by Crushing the Lower End of the Colon and 
the Upper End of the Rectum. Brit. M. J., 1924, 
ii, 668. 

The author reports an operation performed on a 
man who had suffered with marked constipation for 
several years. This condition had rendered him a 
semi-invalid and unable to work. The X-ray showed 
general atonicity and ptosis of the colon charac- 
teristic of the asthenic type of chronic intestinal 
stasis. 


Outline diagram of pelvis, P, with bladder, B, drawn 
forward, showing crushing clamp, CC, inserted into inte- 
rior of bowel through opening at apex of kink. One blade 
descends to the rectum, R. The wavy line above R indi- 
cates the line of peritoneal reflection. The other blade 
passes along the pelvic colon, P.C. xxx indicates the line 
of suture. 


Preparation for the operation consisted in a period 
of practical starvation with copious water drinking 
and a daily enema followed by a low-protein diet for 
a couple of days which was followed by practical 
starvation for the twenty-four hours just before the 
operation. 

With the patient in the Trendelenburg position, a 
vertical median incision was made in the lower ab- 
domen, extending above the umbilicus. The bladder 
was then turned forward and the pelvic basin and 
pelvic colon were exposed. At a point on the pelvic 
colon about 4 in. above the attachments of the peri- 
toneal ligaments of the rectum, at which there was 
marked kinking, a small incision was made into the 
interior of the bowel at the apex of the kink. Through 
this incision the blades of a large crushing forceps 
were introduced, one blade going into each limb. 
One blade therefore descended toward the rectum 
while the other ascended into the pelvic colon. With 
closure of the clamp the two limbs of the V were 
approximated so that 4 in. of the end of the pelvic 
colon and the beginning of the rectum lay parallel 
to 4 in. of the pelvic colon immediately higher up. 
Care was taken at this stage to keep the mesenteric 
attachment of the bowel well away from the line of 
crushing. 

The clamp was kept on for several minutes, and 
during this period a stitch was run along the junction 
of the two pieces of bowel above, or anterior to, the 
blades of the crushing forceps to minimize the danger 


ra 
six 
‘in 
ion 
ro- 
di- 
ng 
rd, 
ht 
p- 
or 
od 
SN 
al 
le 
he 
in cc. 
1e 
1- 
is 
e 
it 
n 
n 
)- 
d 
1, 
r 
| 
1 


120 INTERNATIONAL ABSTRACT OF SURGERY 


of separation of the pieces of bowel on removal of the 
clamp. The wound in the bowel was then closed. 

In this operation a wide opening is formed be- 
tween the upper end of the rectum and the pelvic 
colon, the redundant pelvic colon is done away with, 
and a sphincter action of the upper end of the rectum 
and kinking about the junction of the pelvic colon 
are rendered impossible. 

The patient was relieved of all his symptoms. 

Howarp A. McKnicut, M.D. 


Goepel, R.: New Methods in Pelvic Surgery, Espe- 
cially the Operative Treatment of High Car- 
cinoma of the Rectum (Neue Wege der Becken- 
chirurgie, speziell der operativen Behandlung des 
hochsitzenden Mastdarmcarcinoms). Zentralbl. f. 
Chir., 1924, ci, 776. 

Stripping of the peritoneum in the operative 
treatment of carcinoma of the rectum, which the 
author introduced, decreases the mortality of ab- 
dominal operations on the rectum, widens the limits 
of operability, and in a large number of cases makes 
it possible to form a continent anus in a uormal loca- 
tion without damaging the pelvic bones and without 
the danger of a persistent fistula. 

With Goepel’s technique the operative shock is 
greatly decreased, whereas in the usual method, 
because of the lengthy exposure and the drawing out 
of the abdominal organs bit by bit, large areas of the 
peritoneum and the sympathetic nerve are exposed 
to irritation. The stripping blocks off the abdominal 
cavity from the operative field in the pelvic cavity 
so that, at the conclusion of the suturing, the former 
is in a normal physiological state. The operation is 
thus converted into an extraperitoneal procedure, 
and the extension of inflammatory processes from 
the operative field is blocked. 

A simple median incision begun close to the 
symphysis and extended beyond the umbilicus is 
sufficient. It should at first be made only to the 
peritoneum. Then, for the formation of the perito- 
neal flap, the peritoneum must be stripped from the 
posterior surface of the anterior abdominal wall on 
both sides before the membrane is opened trans- 
versely. The author removes the rectum from the 
pelvic cavity with his hand. He introduces his in- 
dex and middle fingers into the rectum as in a pros- 
tatectomy and shells the intestines out under the 
guidance of the finger. Following the removal of the 
intestine the pelvic wounds with their wide-open 
connective tissue spaces rich in cavities require the 
establishment of drainage. Goepel recommends the 
so-called ‘‘tube-pocket” drainage, for which a num- 
ber of thin rubber drains are sutured together 
laterally on both sides of a layer of small-meshed 
muslin. With these muslin-rubber-tube pockets all 
of the wound surfaces must be evenly covered. The 
drains may be left in place for as long as three 
weeks. 

The operative technique is shown in illustrations. 
This procedure makes it possible to operate upon 
many advanced cases successfully and in others to 


obtain at least a temporary cure. The author hopes 
to apply it also to other fields of pelvic surgery, 
particularly surgery of the bladder. Bone (2). 


LIVER, GALL BLADDER, PANCREAS, AND 
SPLEEN 


Piersol, G. M., and Bockus, H. L.: Comparative 
Studies in Liver Function by Some of the Later 
Methods. J. Am. M. Ass., 1924, lxxxiii, 1043. 

Rosenthal, S. M.: The Phenoltetrachlorphthalein 
Test for Hepatic Function: Recent Studies 
with the Author’s Method. J. Am. M. Ass., 1924, 
Ixxxiii, 1049. 


Using the Rosenthal technique, Prerso. and 
Bockus made sixty-seven determinations of liver 
function. They compared this method also with the 
urobilinuria, the Widal hemoclastic crisis, and the 
phenoltetrachlorphthalein duodenal tube tests of 
liver function. 

In Table 1 are tabulated thirteen cases that gave 
no clinical indications of liver disturbance. In 
every case of this group the liver was normal in size 
and the plasma was free from dye at the end of two 
hours. In eight cases the plasma contained no dye 
one hour after the injection. In three cases 1 per 
cent of the dye was present one hour after the injec- 
tion. One of these three was a case of syphilis with- 
out visceral manifestations. The two others pre- 
sented no systemic condition which could be attrib- 
uted to a disturbance of liver function. Ina case of 
myocarditis, 2 per cent of the dye was present in the 
plasma after two hours. In one normal person 6 per 
cent of the dye was retained in the plasma fiiteen 
minutes after the injection and 4 per cent at the end 
of an hour. The authors are unable to explain the 
dye retention in this apparently normal person. In 
the majority of the normal persons 3 or 4 per cent 
of the dye was found in the plasma fifteen minutes 
after the injection, but none at the end of an hour. 
It is possible that a dye retention of 8 per cent in the 
fifteen-minute extraction is within normal limits, 
and that in an occasional normal case as much as 1 
per cent of the dye will be found one hour after the 
injection. 

In Table 2 are tabulated nineteen cases without 
definite clinical evidence of liver dysfunction. The 
liver was normal in size. It is for cases of this type, 
in which liver dysfunction is only suggested, that 
the test is of importance as an aid to diagnosis and a 
guide to therapeutic management. The group in- 
cluded the following conditions: two cases of cancer 
without evidence of metastasis (one of the stomach 
and one of the oesophagus), six cases of syphilis in 
which arsphenamin had been adminstered (the 
author believes that there is some degree of liver 
dysfunction in practically all patients with syphilis 
who are undergoing arsphenamin treatment), seven 
cases of long-standing gall-tract disease, and ‘our 
cases of diabetes. ; 

Table 3 shows the data of twenty-three cases ol 
clinically evident hepatic disease in which the 
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phenoltetrachlorphthalein blood test was performed. 
Included in this group were cases of arsphenamin, 
tryparsamide, and other types of jaundice, enlarge- 
ment of the liver without jaundice, and cases in 
which the liver was small and cirrhotic. 

Table 4 represents a series of fourteen cases in 
which the Rosenthal method and urobilin test were 
used, and Schlesinger’s fluorescence test was em- 
ployed for urobilin. As the series was small, the con- 
clusions drawn are guarded. A positive urobilin 
test. the authors believe, indicates liver damage. 
This test of liver function is one of the most reliable 
but does not indicate the degree of hepatic suffi- 
ciency. 

In Table 5 are tabulated a series of twenty-two 
cases in which the phenoltetrachlorphthalein and 
hemoclastic crisis tests were done. 

The Widal test was very disappointing. To com- 
pare the Rosenthal method and the phenoltetrachlor- 
phthalein duodenal tube method, the two methods 
were employed simultaneously. 

The results of this study are summarized as follows: 

In the Rosenthal test for liver function the find- 
ings were roughly identical with those of Rosenthal. 
In nearly every case in which the competence of the 
liver was in doubt this test showed a slight or mod- 
erate dysfunction. In cases of arsphenamin jaundice 
the dye retention reached very high levels. The 
findings of the Rosenthal test were in accord with 
the clinical condition except in two cases. Urobilin 
was present in the urine in practically every instance 
in which the blood phenoltetrachlorphthalein meth- 
od showed marked impairment of liver function. 

The two-hour elimination of dye into the duode- 
num by the duodenal tube method seemed to meas- 
ure the functional capacity of the liver as accurately 
as the method recommended by Rosenthal. The 
phenoltetrachlorphthalein duodenal tube test is the 
method of choice when frequent puncture of veins 
is inadvisable. The duodenal tube method measures 
the amount withdrawn from the blood by the liver 
while the Rosenthal method measures the amount 
left in the blood by the liver. The chief objection to 
the phenoltetrachlorphthalein test is the occasional 
occurrence of thrombosis of the injected vein. The 
authors believe that if the quantity of dye injected 
were smaller than that recommended by Rosenthal 
this complication would be obviated to some ex- 
tent. Some patients with severe damage of the liver 
experience a dull pain in the hepatic region during 
the injection or a few minutes afterward. This 
lasts for from a few minutes to a few hours. 

ROSENTHAL states that the technique of the 
method as described previously has been improved 
only in the manner in which the quantity of the dye 
in the blood serum is estimated. The modification 
1s reported in this article. Experimental evidence 
has indicated that the ability of the liver to remove 
phenoltetrachlorphthalein from the blood affords a 
means of measuring hepatic function quantitatively 
with such accuracy that slight alterations can be 
interpreted as indicating derangement of function. 


Rosenthal’s findings show that the results depend 
primarily upon the condition of the hepatic cells. 
Marked retention of dye in obstructive jaundice 
appears to be due not only to the obstruction but 
also to coexisting damage to the liver parenchyma. 
Rosenthal reports his findings in syphilis, arsphe- 
namin jaundice, catarrhal jaundice, hepatic carci- 
noma, and cirrhosis. He believes that untoward 
effects following the injection of phenoltetrachlor- 
phthalein have been comparatively uncommon. 
Induration of the vein wall is frequent. Thrombosis 
occurred in four of 150 cases. In three cases an im- 
pure dye caused a reaction. In one case there was a 
gastro-intestinal disturbance. 

Rosenthal concludes with the following summary: 

Experimental evidence shows that the phenol- 
tetrachlorphthalein test, based on the removal of 
the dye from the blood stream, affords an index of 
hepatic function that is quantitative and compara- 
tively free from sources of error. The results depend 
primarily on the condition of the liver cells. 

In the rabbit there is a close relation between the 
degree of functional impairment and the quantity of 
normal liver tissue present. 

A new dye, bromsulphalein, has been found that 
is normally excreted in the bile of rabbits at a rate of 
from 70 to 90 per cent in one hour and, when the 
liver is damaged, is retained in the blood in high con- 
centrations. 

Slight impairment of function was demonstrated 
with the phenoltetrachlorphthalein test in 90 per 
cent of cases of secondary syphilis with cutaneous 
eruptions. 

A most severe functional disturbance occurred in 
arsphenamin and catarrhal jaundice, this suggesting 
the presence of hepatitis in these conditions. The 
fact that jaundice was 8.8 times more frequent in 
the syphilis clinic than in the medical clinic suggests 
a relationship of arsphenamin therapy to jaundice. 

Moderate functional impairment was present in 
seven cases of hepatic carcinoma, and moderate to 
mild impairment in twelve or thirteen cases of 
cirrhosis. Emir C. RositsHex, M.D. 


Robinson, A. S.: The Phenoltetrachlorphthalein 
=— Function Test. Ohio State M. J., 1924, xx, 
17. 

The value of the phenoltetrachlorphthalein test 
of liver function has been definitely established. 
The methods most commonly employed are the 
duodenal tube method used by McNeil and the 
blood plasma method of Rosenthal. The author 
found that in the average colored plasma the dye 
could not be detected with any degree of accuracy in 
the 3 or 5 per cent standards, and in the presence of 
hemolysis, which is not always avoidable, it could 
not be detected accurately in standards from ro per 
cent down. 

A normal liver will begin to excrete the dye into 
the duodenum in an amount demonstrable by a 
test in fifteen minutes and will remove from the 
plasma all but from 3 to 6 per cent in this length 


ery, 
D 
tive 
ater 
lein 
lies 
924, 
und 
ver 
the 
the 
of 
Ave 
In 
size 
wo 
lye 
per 
ec- 
th- 
re- 
‘ib- 
‘of 
the 
per 
en 
nd 
the 
In 
ont 
tes 
ur. 
he 
ts, 
he 
yut 
he 
De, 
lat 
la 
in- 
‘er 
ch 
in 
he 
er 
lis 
en 
ur 
of 
he 


128 INTERNATIONAL ABSTRACT OF SURGERY 


of time. When the parenchyma of the liver is dis- 
eased the dye is slow to be eliminated and is retained 
in the plasma. In cases of disturbed liver function 
the dye has been found in the urine. 

The author uses a combination of both of the com- 
monly employed methods as this eliminates some of 
the disadvantages of each and gives a check on both. 
When disease of the biliary tract is suspected the 
examination should include a fractional gastric 
analysis and an examination of the duodenal secre- 
tions for blood, pus, mucus, exfoliated epithelium, 
and gall-stone détritus. This test is of diagnostic and 
prognostic value. J. Frank Dovucuty, M.D. 


Bloom, W., and Rosenau, W. H.: The Reaction of 
the Liver to Phenoltetrachlorphthalein in 
Early Obstructive Jaundice. Arch. Int. Med., 
1924, Xxxiv, 446. 

The authors summarize their experimental and 
clinical observations as follows: 

1. In the absence of the liver and kidneys, phenol- 
tetrachlorphthalein continued to circulate in the 
blood stream. 

2. The intravenous injection of phenoltetrachlor- 
phthalein in the early stages of obstructive jaundice 
in dogs caused both the indirect and the direct Van 
den Bergh reactions to appear earlier than in the 
control animals. 

3. All attempts to recover the dye from the liver 
in obstructive jaundice were unsuccessful. 

4. Dog liver decolorized phenoltetrachlorphtha- 
lein less than the heart, lung, and spleen in vitro. 

5. In early obstructive jaundice phenoltetra- 
chlorphthalein appeared in the lymph of the thoracic 
duct in minute amounts or not at all. In chronic 
obstructive jaundice, the dye was present in large 
amounts in the lymph of the thoracic duct. 

6. The intravenous injection of phenoltetra- 
chlorphthalein produced in the human being a 
transient hyperbilirubinemia, as evidenced by the 
Van den Bergh test. 

7. The high incidence of thrombosis and other 
untoward reactions after the injection of phenol- 
tetrachlorphthalein is a serious objection to the use 
of this test in clinical cases. 

8. In no case of long-standing complete biliary 
obstruction did the retention of the dye in the blood 
serum exceed 4 per cent. 

og. A new method is given for the accurate de- 
termination of small amounts of phenoltetrachlor- 
phthalein in the blood serum. 

Cyrit J. GLaspet, M.D. 


Costantini, H.: Five Cases of Abscess of the Liver 
Treated by Evacuation and Primary Closure in 
Conjunction with Emetin Treatment (Cing 
observations d’abscés du foie traités par l’ouverture 
puis la fermeture primitive avec adjonction du 
traitement émétinien). Bull. et mém. Soc. nat. de 
chir., 1924, 1, 748. 


In certain instances ameebic abscess of the liver 
still remains a surgical condition, but the author has 


found that with emetin treatment the postoperative 
drainage ordinarily employed is seldom, if ever, 
necessary. He states, however, that it is well to 
examine the pus for pyogenic organisms during the 
operation before deciding upon the course to be 
pursued. 

Surgical interference followed by drainage has a 
mortality of 50 per cent. The mortality of simple 
puncture and aspiration is 14 per cent. The differ- 
ence is due to the fact that puncture avoids the 
establishment of secondary infection. At best, how- 
ever, puncture through the peritoneal cavity is a 
blind and dangerous procedure. 

Thorough evacuation with immediate closure, 
which has now been demonstrated feasible, possesses 
the advantages of both of the procedures mentioned 
and is without the danger of causing secondary in- 
fection, cholorrhoea, hemorrhage, or infection of the 
peritoneum in case the abscess contains pyogenic 
organisms. ALBERT F. DEGRoat, M.D. 


Mann, F. C.: The Gall Bladder. J. Am. M. Ass., 
1924, Ixxxiii, 829. 


Definite evidence is presented that the gall blad- 
der is of functional significance. The author dis- 
cusses the different phases of its functional activity 
that can be demonstrated experimentally. Two 
facts indicating that the gall bladder is of functional 
significance are: (1) that cholecystectomy is followed 
by a dilatation of the extrahepatic biliary tract. and 
(2) that jaundice following obstruction of the com- 
mon bile duct is produced very much more rapidly 
when the gall bladder is removed at the time of ob- 
struction of the duct than when it is left intact. 

The physiological significance of the anatomy of 
the gall bladder, its concentrating activity, the pres- 
sure changes in the biliary system, the rate of the 
secretion of bile by the liver, and the rate of dis- 
charge of the bile into the duodenum are discussed. 
Attention is drawn to the fact that the bile salts are 
the only known true cholagogues and the only con- 
stituents of the bile concentrated in the gall bladder 
which have a definite known physiological activity. 
It is suggested that the known facts concerning the 
gall bladder would substantiate the hypothesis that 
the function of the viscus is to correlate the secretory 
activities of the liver with those of the gastro-intes- 
tinal tract. 


Jones, D. F., McKittrick, L. S., and Sisco, D. L.: 
Surgical Treatment of Gall-Bladder Disease in 
Diabetics. Boston M. & S. J., 1924, cxci, 709. 


Although various emergency operations have been 
performed in cases of diabetes and other operations 
have been advocated in cases properly prepared, 
the teaching has been generally that diabetics should 
= be operated upon because they are very poor 
risks. 

Since the introduction of insulin, however, the 
field of surgery in diabetes has been tremendously 
broadened and cases formerly refused operation may 
be operated upon with comparative safety. In 327 
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uperations performed at the Mayo Clinic, 141 of 
which were major procedures, the mortality was 1.2 
per cent. 

The incidence of gall stones in diabetics is reported 
by Joslin as 2.2 per cent, but the authors believe it is 
much higher. The relation of gall stones to diabetes, 
if any, is not known, but the diabetic condition is 
improved by the removal of such stones. Joslin rec- 
ommends their removal when the conditions are 
propitious. 

While there may be some slight added risk in gall- 
tract surgery in diabetes, this is counterbalanced by 
the fact that there is considerable danger in not 
removing gall stones in this disease. The presence 
of the stones renders the general condition more 
unfavorable, and as diabetics do not react well to 
infections, they may go on to a serious state before 
their condition is appreciated. As persons affected 
with diabetes have less pain and a less marked in- 
flammatory reaction to septic processes than normal 
persons, a simple ulceration of the gall bladder in the 
former may progress without any apparent tendency 
toward healing. 

Gall stones should be removed as soon as they are 
diagnosed, and acute cholecystitis should be treated 
as any infection in a diabetic, i.e., as an emergency. 
The infection should be treated first and the diabetes 
later. 

The authors use local anesthesia and, if neces- 
sary, light ether anesthesia in addition. They be- 
lieve that comparatively small amounts of ether are 
not injurious, and that it is impossible to obtain 
sufficient relaxation with nitrous oxide or ethylene 
alone. They have not found that wound infection is 
more apt to occur when local anesthesia is used 
than when a general anesthetic is employed. 

In cases in which the gall bladder can be removed 
without too great damage to the liver and surround- 
ing organs, cholecystectomy is the procedure of 
choice. In cases of diabetes, especially, all opera- 
tions must be performed as quickly as possible and 
with minimal trauma to the tissues. 

It is very important for the patient to have a 
sullicient carbohydrate reserve before operation. 
Careful postoperative care is also essential. An 
adequate fluid intake must be maintained and in- 
sulin given as indicated. After operation the urine 
should be tested for sugar and diacetic acid every 
three or four hours and insulin administered on the 
basis of the qualitative results. 

_ It has not been found necessary to give insulin 
intravenously. 

Analysis of the blood is important only when speci- 
mens of urine are not obtainable. 

Oscar S. Proctor, M.D. 


Wilkie, D. P. D.: Biliary Infections: With Special 
Reference to Diagnosis. Brit. M.J., 1924, ii, 163. 


The author emphasizes certain facts in the anat- 
omy, physiology, and pathology of the biliary tract 
because they form the basis for a correct interpreta- 
tion of symptoms. 


ANATUMY 

The striking feature of the biliary duct system is 
that large diverticulum, the gall bladder, with its 
thin wall containing elastic tissue and a small 
amount of unstriped muscle fiber, its narrow, eccen- 
trically placed outlet, the spiral fold of mucous 
membrane in its duct, its generous blood supply, and 
its free lymphatic drainage. Other features of im- 
portance are the sphincter fibers of Oddi at the lower 
end of the common duct, the intimate relationship 
of the main pancreatic duct, and the free anastomo- 
sis between the lymphatics draining the gall bladder 
and ducts and those of the head of the pancreas. 
The nerve supply is diversified, consisting of sympa- 
thetic fibers from the coeliac plexus corresponding to 
the lower six thoracic segments of the cord, fibers 
from the vagus, and occasionally fibers from the 
phrenic. Herein lies the explanation of the pain and 
constricting sensations round the lower ribs, the 
gastric symptoms, and the shoulder pain associated 
with gall-bladder infections. 


PHYSIOLOGY 


The secretion of bile in colloidal emulsion is a 
continuous process, but between meals little bile 
escapes into the duodenum. The important func- 
tion of the biliary mechanism is the storage and con- 
centration of bile in the gall bladder during the fast- 
ing period and its ejection following the succeeding 
meal. The diluting fluid is secreted by the lining 
membrane of the bile ducts. The gall bladder has 
remarkable powers of absorption and concentration. 
It is probable that the gall bladder is emptied much 
more by external pressure consequent on respiratory 
and other efforts than by active contraction of the 
unstriped muscle present in its walls. 


PATHOLOGY 


Infection lodges much more readily in the gall 
bladder than in the ducts. The former has been 
shown by Rosenow of the Mayo Clinic to be one of 
the sites of election of certain forms of bacteria in 
the blood. Typhoid bacilli may survive for years 
after the primary intestinal infection. Graham has 
called attention to the frequent association of hepati- 
tis and cholecystitis, and has presented considerable 
evidence indicating that the infection spreads from 
the liver to the gall bladder either direetly or 
through the lymphatic channels. 

This infection is peculiarly liable to attack well- 
nourished persons past middle life. Its frequency in 
pregnancy and the puerperium is well known. In 
both of these conditions there is a tendency toward 
stasis of the flow of bile with an increase in the 
cholesterol content of the blood and bile. There 
may also be constipation with bacillus coli infection 
of the portal blood, cholecystitis developing along 
with or independently of a bacillus coli pyelitis of 
one or both kidneys. The portal of entry may be an 
abscessed tooth or infection of the appendix. In 
many cases, however, the focus cannot be discov- 
ered. Infection is not an essential precursor of gall 
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stones, as a cholesterin stone may at first be aseptic. 
As a rule, however, infection is present and is the 
cause of gall stones. 

The diagnosis of biliary infection can usually be 
made by the ordinary clinical methods; that is, 
from a carefully taken history and a physical ex- 
amination. The majority of patients first complain 
of gastric disturbance, usually a flatulent type of 
dyspepsia with discomfort and distention about 
half an hour after meals, which is relieved by belch- 
ing. Loosening of the clothing often gives relief. 
Fats, pastries, and vegetables seem especially apt to 
cause these symptoms. In other cases the discom- 
fort is delayed until about an hour and a half after 
meals, when the symptoms of hyperacidity appear. 
Frequently these symptoms cause the patient to 
forget to tell the examiner of distinct attacks of 
biliary colic. Jaundice is usually absent. 

As a rule the pain is referred to the pit of the 
stomach or the left side of the abdomen. It is often 
accompanied by palpitation and this may suggest 
cardiac disease. There may be an aching in the 
right shoulder and in the right side of the neck 
which suggests rheumatism; when it extends down 
the arm, it simulates neuritis. In the majority of 
cases, however, the pain is referred to the right 
costal margin, from the lower ribs to the lower angle 
of the scapula. In 15 per cent of the cases it is re- 
ferred to the right iliac fossa and may suggest 
appendicitis. There are also cases in which pain is 
felt only in the right breast. It is now well recognized 
that the gall bladder is the site of infection causing 
many rheumatic symptoms in the joints. 


ACUTE CHOLECYSTITIS 


Acute inflammation of the gall bladder may pre- 
sent one of two clinical pictures, according to wheth- 
er or not the cystic duct is occluded. In the simple 
non-obstructive type, the onset, which is gradual, is 
characterized by nausea, loss of appetite, and a rise 
in the temperature sometimes preceded by a slight 
rigor and by aching pain in the epigastrium and 
under the right costal margin. Acute colicky pain is 
usually absent. Under expectant treatment such an 
attack usually subsides in a few days. Occasionally, 
however, a peculiarly virulent infection may lead to 
gangrene with perforation followed by a local ab- 
scess or general peritonitis. 

In the acute obstructive type of cholecystitis the 
onset is associated with pain in the epigastrium 
which radiates around to the back and with tender- 
ness and rigidity in the upper right rectus. Vomiting 
may occur but is not the rule. The urine may con- 
tain bacteria, and there may be a catch in breathing 
due to spasm of the diaphragm. Sometimes the gall 
bladder may be felt as a tense rounded swelling. 
The administration of morphine is usually necessary 
to control the pain. There is often distention of the 
cecum due to adhesion of the hepatic flexure of 
the colon to the inflamed gall bladder. The only 
safe procedure in this type of case is immediate 
operation. 


In over g per cent of acute cases there is aii asso- 
ciated subacute pancreatitis. Patients with this 
condition look more ill and gray than those with 
simple, cholecystitis and complain of severe epi- 
gastric distress rather than acute pain. Tenderness 
is elicited over the entire upper portion of the abdo- 
men and this may show a definite fullness. The local 
rigidity of the right rectus muscle is not so striking 
as when pancreatitis is absent. Laparotomy reveals 
a bile-stained oedema of the cellular tissues over 
the head of the pancreas, with possibly some fat 
necrosis but with no hemorrhage. The infection is 
probably spread through the lymphatics. As a rule 
the mortality is not high, but the convalescence 
from operation is slow, complications are common, 
and in some cases chronic ill-health with glycosuria 
follows. 


CHRONIC GRUMBLING CHOLECYSTITIS 


Patients with this condition suffer from a more or 
less constant sensation of fullness and weight under 
the right costal margin, shrink from pressure in that 
region, and experience a sharp stabbing pain on 
stooping or stretching upward with the right arm. 
Occasionally a tinge of jaundice appears in the skin. 
This condition may last for years and then change 
to an acute attack with immediate danger. 


RECURRING CHOLANGEITIS 


Inflammation of the common and lesser ducts is 
usually secondary to gall-bladder disease and asso- 
ciated with one or more stones in the common duct. 
A history of recurring attacks of colic with rigors, 
jaundice, and loss of weight leaves little doubt as to 
the diagnosis. Occasionally the colic is absent. The 
attacks often follow exposure to cold, and the pres- 
ence of basal pulmonary signs may cause the pri- 
mary biliary infection to be overlooked. The marked 
loss of weight, which is due in part, at least, to the 
associated pancreatitis, may suggest malignant dis- 
ease. Physical examination reveals little except 
tenderness just to the right of the midline. 

If the patient is seen first in a state of jaundice, 
the history of acute attacks of colic and fever with 
chills will point to stones, while painless progressive- 
ness with enlargement of the gall bladder points to 
malignancy. The clear orange-yellow tint means 
as a rule a benign condition, while the gray-green or 
bronze color suggests malignancy. 


X-RAY 
Positive X-ray evidence will be of value, but 
negative findings must be discounted. The test 
meal usually shows a decrease in the free acidity ol 
the stomach, but on the whole this evidence is of 
little significance. 


DUODENAL TUBE 
The presence of infection may be discovered aiter 
the injection of magnesium sulphate into the duode- 
num. The nature of the infecting organism having 
been determined, an autogenous vaccine may be 
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prepared if surgery is contra-indicated. The intro- 
duction into the duodenum of a half-saturated solu- 
tion of magnesium sulphate is not without thera- 
peutic value. 

A test for the detection of bile pigments in the 
blood serum is given. 

At operation there should be a thorough examina- 
tion of the common duct if the symptoms or the 
appearance of the bile withdrawn by a hypodermic 
syringe warrants the opening of the duct. Failure 
carefully to explore the duct is responsible for many 
of the recurrences following operation. The two es- 
sentials for the successful treatment of biliary infec- 
tions are a timely pre-operative diagnosis and, at 
operation, a complete assessment of the pathologi- 
cal changes. Crayton F. Anprews, M.D. 


Haggard, W. D.: Some of the Surgical Problems of 
the Biliary Passages. Ohio State M. J., 1924, xx, 
613. 


Serious lesions of the gall tract are the result or the 
concomitant of gall stones. In their anatomical 
location, innervation, and lymphatic drainage the 
gall bladder, liver, bile ducts, pancreas, and duode- 
num are so closely related that none of them can be 
considered entirely apart. The gall bladder may be 
only one factor in the cycle of disease. 

There is a genuine causal connection between 
chronic cholelithiasis and myocardial changes and 
the chronic nephritis and hypertension so often 
found in elderly persons. 

A diagnosis of gall-tract disease requires a care- 
fully taken history and physical and X-ray exam- 
inations. A normal gall bladder does not show in the 
X-ray picture. 

A gall bladder that shows well-marked disease 
should be removed on account of the infection in its 
wall. In cholecystitis without stones drainage may 
be followed by stones necessitating cholecystectomy. 
In acute cholecystitis with abscess adherent to the 
adjacent viscera, cholecystostomy is preferable to 
cholecystectomy. It is unwise to remove a gall 
bladder that is not definitely diseased and still worse 
to drain it. 

In cases with jaundice the safety of operation is 
increased by Walters’ method of repeated blood 
transfusion and the intravenous administration of 
calcium chloride. 

Crile has recommended the two-stage operation, 
that is, drainage of the gall bladder until the jaun- 
dice has subsided, and then removal of the stone or 
gall bladder. Four conditions are requisite for opera- 
tion in obstructive jaundice: (1) a normal blood 
coagulation time; (2) an approximately normal 
blood-urea content; (3) a normal total urinary out- 
put; (4) absence of albumin and casts in the urine. 

The contra-indications to cholecystectomy are: 
(1) a grave general condition, (2) stone in the com- 
mon duct causing an inflammatory contraction 
leading to stricture; (3) severe jaundice associated 
with the danger of serious hemorrhage; (4) acute 
hemorrhagic pancreatitis; (5) local complications 


making the removal of the gall bladder hazardous; 
and (6) obesity. The average mortality of chole- 
cystectomy in the United States is between 5 and 
Io per cent. 

When a drain is not necessary there is less danger 
of postoperative adhesions, biliary fistula, and pro- 
longed convalescence, but when there is slight 
oozing, an injury to the liver substance or the cystic 
duct, local infection, or soiling, drainage is the safest 
procedure. The treatment of strictures and bile duct 
injuries taxes the ingenuity of the most expert 
operators. J. Frank Dovucaty, M.D. 


Duval, P.: The Abandonment of External Biliary 
Drainage After Choledochotomy for Duodenal 
Drainage Through the Ampulla of Vater (Aban- 
don du drainage biliaire externe dans la choledo- 
cotomie pour le drainage duodenal transvaterien par 
tube perdu). Bull. et mém. Soc. nat. de chir., 1924, 1, 


755- 


Drainage of the bile passages after choledochot- 
omy is an essential step in the operation. While ex- 
ternal drainage has many disadvantages, it has been 
heretofore the only reliable method available. Its 
unfavorable effects, however, are seen constantly. 
The tamponing of the wound, which necessitates 
healing by second intention, favors subsequent 
herniation; and the removal of the gauze may be 
followed by hemorrhage. The continuous loss of 
large quantities of bile is not without harmful effect. 
The function of the liver, already gravely impaired, 
suffers still more. Loss of weight is the rule, and 
may be very marked. In severe cases the author has 
obtained gratifying results from feeding bile. If ox 
bile is not available, the patient’s own bile may be 
given through a tube after fractional sterilization. 

The simplest and most natural solution of the 
problem is drainage through the natural passages. 

Dilatation of the ampulla has given very satis- 
factory results and has been adopted by a number 
of surgeons. Sounds up to No. 30 can be passed 
without danger. However, it seems questionable 
whether adequate drainage is always assured by this 
method. 

Choledochoduodenostomy has given excellent re- 
sults, but is a delicate procedure and greatly compli- 
cates the operation. 

In the author’s opinion, the simplest and most 
effective method is drainage by means of a tube left 
in the ampulla of Vater. The ampulla is dilated by 
bougies up to No. 18 through the incision in the 
common duct and a Nélaton catheter then intro- 
duced into the duodenum for a distance of 8 to 12 
cm. The proximal end is passed into the hepatic 
duct. The common duct is then completely closed 
and the peritoneum repaired with the lesser omen- 
tum. 

This method was developed on the basis of experi- 
ments in autoplasty over a tube and was used for 
drainage a few times before it was employed in the 
two cases reported in this article. The results have 
been uniformly good, but the procedure is not rec- 
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ommended for dangerously infected cases in the 
acute stage. 

The time required for the tube to pass varies 
greatly. A delay of seven months has been reported. 
No ill effects from the presence of the tube have ever 
been noted. 

In the discussion of this paper, CUNEO minimized 
the inconveniences and dangers of external drainage, 
stated that he doubted the harmlessness of a tube 
retained for a long time, and on the basis of an ex- 
perience of his own, questioned the adequacy of the 
drainage afforded by a Nélaton catheter. 

AvBert F. DeGroat, M.D. 


Einhorn, M., and Stetten, D.: Carcinoma of the 
Papilla of Vater. Med. J. & Rec., 1924, cxx, Supp. 
ci. 


The patient whose case is reported was a man 38 
years old whose history was negative except for 
intermittent fever with jaundice, which occurred in 
his eighth year and was diagnosed as malaria, and 
attacks of migraine which had occurred since his 
childhood. In March, 1923, the patient had an 
attack of severe epigastric pain radiating through to 
the back and lasting for about three hours. There 
was no vomiting. A second similar attack followed 
three weeks later, and a third attack one week after 
that. The fourth attack, which was particularly 
severe, began three and a half weeks before the pa- 
tient’s admission to the hospital. About two weeks 
after the last attack slight jaundice appeared, 
gradually increased, and then subsided. There was 
no loss in weight. The patient was well nourished, 
weighing 240 lbs. 

Examination revealed slight sensitiveness and 
rigidity in the right hypochondrium. The tempera- 
ture and pulse were normal. The urine showed a 


Fig. 1. Proposed operation for radical excision of car- 
cinoma of the papilla (after Kehr). First and second 
stages. Cholecystogastrostomy and posterior retrocolic 
gastro-enterostomy. Lines of resection indicated: 1. 
Through the choledochus. 2 and 3. Through the second 
portion of the duodenum above and below the papilla. 4. 
Through the pancreas. 

Fig. 2. Proposed operation for radical excision of car- 
cinoma of the papilla (after Kehr). Third stage. Circular 
resection of the second portion of the duodenum including 
the papilia, with closure of the choledochus and the gastric 
stump of the duodenum and pancreaticoduodenostomy. 


faint trace of bile. Gastric analysis showed hydro- 
chloric acid, 40, total acidity, 65. A string test 
showed a slight blood stain from the stomach. Bile 
obtained with the duodenal tube during a fasting 
period was turbid and contained pus corpuscles and 
a considerable number of cholesterin crystals, 
Roentgenographic examination revealed no evidence 
of cholelithiasis. 

On the basis of a provisional diagnosis of subacute 
cholecystitis probably associated with cholelithiasis, 
operation was performed June 16, 1923. Througha 
typical right hypochondriac incision a greatly dis- 
tended, thickened, and injected gall bladder was ex- 
posed. No adhesions were found. No calculi could 
be palpated in the gall bladder, the ducts, or at the 
papilla. The liver appeared to be normal. There 
was no evidence of tumor or ulceration of the stom- 
ach, pylorus, or duodenum. A typical cholecys- 
tectomy was done. The appendix, which was some- 
what long and bound down by adhesions, was re- 
moved. The microscopic report was chronic chole- 
cystitis and chronic catarrhal appendicitis. 

After the operation there was slight biliary drain- 
age from the wound but this ceased on the tenth day 
and the patient made what appeared to be an un- 
eventiul recovery. Three weeks after the operation 
the patient complained of slight gastric distress and 
there were evening rises of temperature to about 
100 degrees F. On the twenty-third day after the 
operation there was a sudden profuse biliary drain- 
age from the wound suggesting sudden obstruction. 
This continued for two days and ceased suddenly, 
Gradual improvement then occurred until about six 
weeks later when complaint was made of discomfort 
in the epigastrium and the fever again recurred. 

The patient was re-admitted to the hospital on 
October 12. His temperature was then 102.2 degrees 
F. and his pulse 96. There was no jaundice, no ab- 
dominal sensitiveness, and no definite local abdom- 
inal sign. He was kept under observation until 
November 1, during which time he had several sharp 
rises in temperature up to from 102.5 to 104 degrees 
F. which were preceded by chilly sensations and 
definite chills. Between the rises in the temperature 
there were afebrile periods varying from one to four 
days. There was no icterus, and repeated examina- 
tions of the urine for bile were always negative. The 
stools contained bile. The Widal test was negative, 
and blood cultures were sterile. 

From October 13 to 28, medical biliary drainage 
was instituted for both therapeutic and diagnostic 
purposes. It was found that for the first four days 
all liver stimulants, especially glucose, produced a 
good bile reaction. After October 18 the same 
stimulants caused weaker reactions and eventually 
none at all. The reaction from glucose persisted the 
longest. This clearly indicated a disturbance of 
liver function. The flow of bile was free and normal 
in quantity. 

A second operation was performed on November 
2 on the basis of a provisional diagnosis of infectious 
cholangeitis due probably to a concretion in the 
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common bile duct overlooked at the first operation. 
An attempt to probe the common bile duct was un- 
successful. At the tip of the probe, rather low down 
in the pancreas, a hard, rounded nodule was felt. 
This could not be dislodged. A transverse incision 
was made through the duodenum. The mass proved 
to be a hard infiltrated ulceration with a punched- 
out crater-like floor and jagged, elevated, and 
everted edges. The mass was densely adherent to 
the pancreas and the infiltration extended into the 
pancreatic tissue. The duodenal opening of the 
common bile duct was dilated. After closure of the 
duodenal incision proper drainage was established 
and the abdominal wound sutured. 

Microscopic examination of the tissue removed 
revealed a typical adenocarcinoma of the papilla. 

The patient recovered from the operation but on 
November 30 developed parotitis on the right side. 
His temperature rose to 106 degrees and his pulse to 
140-150. Death occurred on December 2. 

The postmortem examination revealed an oval 
carcinomatous ulcer around the papilla involving 
the entire duodenal wall. The neoplastic infiltration 
had entered the head of the pancreas. The orifices of 
the common bile duct and the duct of Wirsung were 
patent. The only metastatic growth found was a 
small mesenteric lymph node adherent to the head 
of the pancreas. In front of the duodenum and com- 
municating with its lumen through a small perfora- 
tion in the suture line, was a large abscess containing 
thick, grayish pus and sloughing tissue. Undoubt- 
cdly this peritonitis was the cause of the sepsis. 

The most striking feature of the case was the 
nearly total absence of jaundice except for a slight 
attack at the beginning of the illness. This must be 
accounted for by the fact that the tumor was 
ulcerative in character. 

The case teaches that the possibility of carcinoma 
of the papilla of Vater should always be borne in 
mind during a gall-bladder operation, especially 
when icterus is or has been present. If such a car- 
cinoma is suspected, exploratory duodenotomy with 
probatory excision and immediate microscopic ex- 
amination of the frozen section is indicated. 

The authors favor a technique similar to that 
suggested by Kehr. They first perform a chole- 
cystogastrostomy, and if the patient is jaundiced, 
postpone the gastro-enterostomy until the jaundice 
has subsided. The radical excision of the second 
portion of the duodenum, including the distal parts 
of the choledochus and the duct of Wirsung without 
a portion of the head of the pancreas, is performed 
when the patient’s condition has improved suffi- 
ciently. Cart D. Newnxotp, M.D. 


MISCELLANEOUS 


Deaver, J. B.: Some Practical Points in the Con- 
sideration of Disease of the Right Upper Abdo- 
men. Boston M. & S. J., 1924, cxci, 805. 


In the order of their frequency, the more impor- 
tant pathological conditions arising in the upper 


part of the abdomen on the right side are inflam- 
mation of a high-lying appendix; infection of the 
biliary tract, including the pancreas; acute and sub- 
acute perforation of ulcers; and subdiaphragmatic 
abscess. 

The diseased appendix may mimic almost any 
of the diseases of the right upper abdomen because 
of the variations in its position. If it points upward, 
the pain will be referred in that direction and will 
often so closely simulate disease of the gall bladder 
that a diagnosis will be practically impossible. 
Sometimes the end of the appendix, the gall bladder, 
the duodenum, the pylorus, and the head of the 
pancreas are close together and the symptoms may 
suggest disease of any of these viscera. In acute per- 
foration it closely resembles that of acute perforation 
of a gastric or duodenal ulcer. 

The differentiation depends chiefly on the history. 
In appendicitis there is first a general abdominal 
pain which is cramp-like but not very severe, and 
referred to the epigastrium. This is soon followed 
by severe pain and board-like rigidity. In cases of 
ulcer the severe pain comes on very suddenly with- 
out premonitory symptoms. If the history is that of 
ulcer, the diagnosis may be made with more confi- 
dence, but not infrequently there is no history of 
previous trouble. In go per cent of cases a sudden 
attack of agonizing abdominal pain followed im- 
mediately by board-like rigidity of the abdominal 
wall means a perforated ulcer. 

The operation that will give the best immediate 
and remote results is closure of the opening and 
posterior gastro-enterostomy. Deaver has tried 
mere closure of the opening, but he is convinced 
that unless the case is a late one with advanced 
peritonitis, the addition of a gastro-enterostomy is 
best. This operation relieves the tension on the site 
of the perforation, places the area at rest, and re- 
duces the danger of leakage, which is not inconsider- 
able even after careful closure because of the indura- 
tion and friability of the tissues at the site of the 
ulcer. Simple closure of the perforation requires the 
cutting away of all of the indurated area, and often 
this is not feasible. 

In subacute perforated ulcer there is a history of 
prolonged trouble in attacks and finally a compara- 
tively acute exacerbation of pain at the time of per- 
foration, followed by a circumscribed peritonitis 
resulting in continual soreness in the epigastrium 
and upper abdomen, constant distress after meals, 
rigidity of the muscles, and tenderness to deep, if 
not to moderate, pressure. This condition is often 
deceptive and not infrequently is mistaken for a 
chronic gall-bladder or pancreatic condition or 
chronic inflammation in a high appendix. 

Biliary tract infection most commonly attacks 
the gall bladder, causing either a catarrhal inflam- 
mation of the mucous membrane or an interstitial 
inflammatory process which sooner or later mani- 
fests itself in recrudescence of the attacks, the forma- 
tion of gall stones, and gradual involvement of the 
pancreatic lymph nodes and pancreas. Involvement 
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of the pancreatic lymph nodes can be determined 
only at operation. 

Uncomplicated chronic pancreatitis can be diag- 
nosed in most instances only by palpation and in- 
spection of the exposed organ. The syndrome is 
somewhat as follows: marked indigestion, fullness, 
belching, tightness of the upper abdomen, and occa- 
sional paroxysmal pain in the epigastrium or right 
hypochondrium, which may radiate in various direc- 
tions. Vomiting is more frequent than in other 
chronic digestive disorders. Jaundice is not charac- 
teristic, although it is sometimes present, the stools 
then being clay colored. It is never absolutely 
complete. In most cases of chronic pancreatitis, 
jaundice is due to gall stones. 

Deaver has not found the various tests, including 
duodenal drainage, of any value. Assuming that 
biliary tract infections originate in the liver with 
secondary infection of the tract and pancreas, he 
believes that nothing other than wide open drainage 
is logical. 

Jaundice in biliary tract infection is intense only 
in the presence of calculous and neoplastic obstruc- 
tion, and occasionally in cholangeitis and pericho- 
langitis. Relief of this type is accomplished only by 
drainage of the gall bladder or the common duct or 
by a cholecystoduodenostomy. Not infrequently 
Deaver has found the stoma of a cholecystoduo- 


denostomy closed; therefore it is his practice to make 
the opening as large as the size of the gall bladder 
will allow. In a number of cases of diffuse interstitial] 
pancreatitis he has not only drained the common 
duct with a T-tube, but has performed a chole- 
cystoduodenostomy in addition. 

To effect a cure in pancreatitis prolonged drainage 
is necessary. Deaver has left the tube in place for as 
long as four years, and never removes it before the 
end of six months. Usually persons with this condi- 
tion have suffered a long time and have tried various 
medical methods of cure as well as hydrotherapy and 
heliotherapy. Surgery is indicated early. 

Subdiaphragmatic abscess is often difficult to 
diagnose. In some cases the use of the X-ray and an 
aspirating needle may be necessary. Palpation will 
usually elicit tenderness significant of the location ot 
the collection. An important sign differentiating a 
subdiaphragmatic collection from a subhepatic col- 
lection is marked tenderness to deep finger pressure. 

Visceroptosis and colititis are other causes of 
lesions in the upper abdomen. Deaver does not 
advocate radical surgery for these conditions as he 
hesitates to enter uncertain fields where the opera- 
tion does not attempt to relieve the pathology, such 
as is the case, for instance, when periarterial sym- 
pathectomy is done in the treatment of endartcritis. 

Oscar S. Proctor, M.D. 
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UTERUS 


Novak, E., and Martzloff, K. H.: Hyperplasia of the 
Endometrium—A Clinical and Pathological 
Study. Am. J. Obst. & Gynec., 1924, viii, 385. 


Hyperplasia of the endometrium, a condition first 
described by Cullen as far back as 1900, is one of the 
most important of all endometrial lesions. Clinically 
its characteristic sign is bleeding. Pathologically it is 
characterized by hyperplasia of both epithelial and 
stromal elements in varying degree and in varying 
proportion. The glands are of the ‘‘Swiss cheese” 
pattern, large dilated glands being found side by 
side with glands which are small and narrow. The 
epithelium is sometimes considerably thickened, 
while the stroma is often over-abundant and may 
give evidence of proliferative activity by mitoses. 

Grossly, the endometrium may be enormously in- 
creased in amount and may present the polypoid 
picture which has so often been incorrectly described 
as chronic polypoid endometritis. In almost half of 
the cases examined, however, it was of normal thick- 
ness, and in over one-half it was smooth rather than 
polypoid. The hyperplasia may be localized in uter- 
ine polypi, in which case, unless it is associated with 
other lesions or with strangulation of the polypi, 
bleeding is not a sign. The hyperplasia pattern is not 
uncommon in adenomyoma, in either the endome- 
trium of the surface or that of the islets in the 
musculature. 

The author’s study was made on sixty-six cases of 
hyperplasia of the uterine endometrium. In thirty- 
two, hysterectomy was performed, but in the thirty- 
four others the pathological material consisted of 
uterine curettings. The cases were taken in chrono- 
logical order and selected because of a definite en- 
dometrial hyperplasia rather than on the basis of 
the clinical symptoms or signs of abnormal uterine 
bleeding. 

About one-half of the patients with hyperplasia 
were over 40 years of age. The remainder were 
under 40 years. The occurrence of hyperplasia in 
girls near the age of puberty is not common (less 
than 5 per cent). In the cases studied there was no 
definite abnormality in the menstrual history prior 
to the onset of the symptoms of hyperplasia. With 
the onset of the symptoms, however, there was in 
almost every case excessive menstruation mani- 
lested usually by an increase in both the amount 
and the duration of the menstrual discharge. 

Hyperplasia may cause either menorrhagia or 
metrorrhagia, but the former is the more common 
sign. The passage of blood clots is not unusual. 
Amenorrhoea, as a part of the syndrome, was noted 
in about one-sixth of the cases. Pregnancy occur- 
ring after the onset of hyperplasia is uncommon, but 


occurred in two cases. About one-half of the pa- , 
tients had had one or more full-term pregnancies 
prior to the onset of the symptoms of hyperplasia. 

Schroder believes that absence of corpora lutea in 
the ovaries is characteristic of hyperplasia, but the 
authors have found exceptions to this rule. The 
characteristic gland pattern is attributed by some 
to epithelial hyperplasia, and by others to simple 
cystic distention. 

The therapeutic measures to be considered for the 
relief of the uterine bleeding associated with hyper- 
plasia are curettage, organotherapy, radiotherapy, 
and hysterectomy. There are probably a certain 
number of mild cases which become cured sponta- 
neously. Curettage is necessary to make a diagnosis, 
and may bring about relief of the symptoms. As a 
rule, however, the bleeding recurs within a compara- 
tively short time, and in the cases of young women, 
for whom radiotherapy and hysterectomy are un- 
desirable, repeated curettage may be necessary. At 
the age of the menopause the bleeding can be 
checked by sufficient dosage of either the X-ray or 
radium. Hysterectomy should be reserved for in- 
tractable cases in which radium cannot be used or 
associated lesions make laparotomy preferable to 
simple abolition of the menstrual function. 

The most important and the largest clinical 
group of cases of hyperplasia are those in which the 
condition occurs at or near the menopausal age. 
The importance of the condition at this age lies in 
the fact that it is brought into diagnostic conflict 
with cancer. While it is still true that climacteric 
bleeding should be looked upon as of cancerous 
causation, the fact remains that in many cases the 
cause will be revealed as hyperplasia, a benign con- 
dition with no tendency toward malignancy. This 
is an important point to impress upon those inter- 
ested in educating the laity on the early recognition 
of cancer, for there can be no doubt that not a few 
women with climacteric bleeding delay seeking 
medical advice through dread of being told that the 
cause of their symptoms is cancer. Any element of 
justifiable hopefulness that can be injected into the 
situation will be of material aid in the education of 
the public regarding malignancy. 

Epwarp L. Cornet, M.D. 


Radoulovitch, G. M.: The End-Results of Conical 
Extirpation of the Cervix for Endocervicitis 
(Les résultats éloignés de l’évidement conique du 
col utérin dans l’endocervicite). Presse méd., Par., 
1924, Xxxii, 684. 

Conical extirpation of the cervix is indicated in 
cases of chronic endocervicitis which resist medical 
treatment and in those of benign erosion or hyper- 
plasia which may become carcinomatous. 
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Among the symptoms and signs of chronic 
endocervicitis are pain and sterility. Pain in the 
lumbosacral region is ascribed to a pericervicitis ex- 
tending into the uterosacral ligaments. It can be 
provoked by anteroposterior ballottement of the 
uterus. 

The changes in the cervical mucosa and the secre- 
tion are unfavorable to spermatozoa. Because of 
this, and because of propagation of the infection to 
the tubes by way of the lymphatics, sterility is 
common. 

Sturmdorf’s conical extirpation of the endocervix 
was done by the author in ten cases, three of which 
were followed for three years. The end-results were 
entirely satisfactory. In one case there was com- 
plete and permanent subsidence of the salpingitis. 

Sturmdorf’s operation has the advantage that it 
removes the entire endocervix without sectioning 
the circular muscle fibers. Healing occurs by first 
intention and hemostasis is complete. 

ALBERT F. DeGroat, M.D. 


Petit-Dutaillis, P.: The Pathogenesis of Uterine 
Fibroids and the Present-Day Indications for 
Treatment: A Report of Fifty-Five Cases, 
Thirteen of Which Were Operated Upon and 
Forty-Two Given Radium Therapy (Patho- 
génie des fibromes utérins et indications actuelles de 
leurs traitements: Sur une série de §5 cas traités, 13 
operés et 42 soumis a la curiethérapie). Gynécologie, 
1924, Xxili, 321. 

The author devotes a large part of this article to 
his rather unusual view of menstruation. He re- 
gards menstruation, not as anormal ovarian function, 
but as an accident in the normal functioning of the 
organism. The menstrual molimen is nothing but 
the expression of a hematic colloidoclastic disturb- 
ance, the result of an accumulation of secretions 
from the ovary and other endocrine glands having 
to do with conception. When conception does not 
take place, these secretions must be thrown off. 

The author believes that fibroids are manifesta- 
tions on the part of the uterus of the failure of preg- 
nancy to take place, and that unless they are large, 
they may be cured in the uterine involution. 

For cases without local complications he advo- 
cates abdominal myomectomy if the woman is 
under 40 years of age. If myomectomy is impossible, 
partial hysterectomy or fundal hysterectomy is 
indicated. For cases of fibromata of the polypoid or 
the sessile submucous type vaginal hysterectomy is 
the procedure of choice. As hysterectomy has still 
a mortality of about 5 per cent, the author believes 
that irradiation should be employed in many cases 
which are usually subjected to operation. 

Since the advent of irradiation therapy the author 
has treated fifty-five cases of fibroid uterus. Of 
these, thirteen were operated upon without any 
mortality, and forty-two were treated with radium 
with one death. The operations included eight 
subtotal hysterectomies, four of which were pelvic. 
In one case there was a twisted pedicle; in one, a 


precancerous condition; in one, bilateral adnexa! 
disease; and in one an cedematous fibroma previoys. 
ly diagnosed as a fibromyxoma. In one case toty| 
hysterectomy was performed for malignancy, |; 
two cases an abdominal enucleation was done, and 
in two the fibroids were removed by intra-uterine 
myomectomy. 

From the few cases he has treated the author cop. 
cludes that from one-fourth to one-third of all uter. 
ine fibroids should be operated upon and {rom one. 
half to three-fourths should be treated by radium 
irradiation. Of the rest, some should be treated with 
the X-ray and mineral waters, and some should by 
left alone. SALVATORE DI Pata, MD. 


Bailey, H., and Healy, W. P.: Cancer of Uterine 
Cervix Treated by Irradiation: Methods of 
Treatment and Results in 1,024 Cases. J. Am, 
M. Ass., 1924, Ixxxiii, 1055. 

Martindale, L.: The Treatment of Fibromyomata 
of the Uterus and Other Causes of Menor. 
rhagia by Intensive Roentgen-Ray Therapy, 
with Special Reference to the Possible Com- 
plication of Malignant Disease. J. Am. \. 
Ass., 1924, Ixxxiii, 1057. 

Pomeroy, L. A., and Strauss, A.: Carcinoma of 
the Cervix Uteri: A Review of 100 Cases, with 
Especial Reference to the Predominating Type 
of Cell. J. Am. M. Ass., 1924, Ixxxiii, 1060. 


BatLey and HEAcy report the results obtained ina 
series of cases of cancer of the uterine cervix in which 
an effort was made to cause complete regression of 
the lesion or to check its advance by the use of ra- 
dium or of radium and the roentgen ray. At first the 
treatment in these cases was carried out with radium 
alone, but in 1921 the external application of radium 
about the pelvic girdle was supplanted by the use of 
the low-voltage roentgen-ray machine as this was 
found to facilitate the treatment and to give more 
effective radiation in the deeper pelvic areas. 

In 1918 the principle of cross firing the entire pel- 
vic field was instituted. In this procedure radium 
capsules were inserted in the cervical and lower uter- 
ine canal in tandem arrangement and with the so- 
called bomb applicator a gram of radium emanation 
was held in the vaginal canal, directed toward the 
right parametrium, the cervix, and the left para- 
metrium, for 1,000 mc.-hrs. in each position. This 
internal application of radium was supplemented by 
the external application of radium in six positions 
about the pelvic girdle. 

Of 335 patients with primary cervical cancer who 
were treated by the latter method in the last three 
years, 169 (50.4 per cent) are still alive. In cases 0! 
advanced cancer of the cervix, radium and the roent- 
gen rays are of value in checking the progress of the 
condition and relieving the symptoms. 

MARTINDALE has been treating a large percentage 
of cases of fibromyomata of the uterus, climacteric 
hemorrhage, and carcinoma of the uterus and ovary 
with intensive roentgen rays. In 6o per cent of the 
cases of fibroma, however, she still uses operative 
measures, and in cases of carcinoma of the uterus 
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she employs intensive X-ray treatment as a supple- 
ment to operative measures. She now uses a 
modification of the Erlangen technique and is very 
exact as to dosage. There have been no unpleasant 
aiter-eflects from the intensive treatment. The 
final results in a large number of cases showed that 
the treatment was very beneficial, but its effect on 
the size of the tumor was less marked. 

Pomeroy and Strauss studied the effects of 
radium upon carcinoma of the uterine cervix to 
determine which type of cell is most resistant to 
radium. Ina group of seventy-five cases it was found 
that the best results were obtained in the spinal 
cell type with pearls and the adenocarcinomata. 

Harry W. Fink, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Dougal, D.: Primary Chorio-Epithelioma of the 
Ovary. J. Obst. & Gynec. Brit. Emp., 1924, xxxi, 
387. 

The author reports a case of primary chorio- 
epithelioma of the ovary and reviews eight others 
reported in the literature. 

The majority of the patients were young, seven of 
the nine being under 31 years of age. 

Only one patient had not been pregnant. In most 
of the cases the last recognized pregnancy was from 
one to two years prior to operation. 

Irregular bleeding occurred in eight of the nine 
cases, and in five instances was preceded by a 
definite period of amenorrhoea. Abdominal pain was 
a constant symptom. 


The prognosis is very grave. 
In the author’s case recurrence developed within 
five weeks after the operation. 
Rotanp S. Cron, M.D. 


MISCELLANEOUS 


Polak, J. O.: The Effect of Popular Gynecological 
Procedures on the Future Child-Bearing of 
Women. Canadian M. Ass. J., 1924, xiv, 797. 

The gynecologist or surgeon who performs surgi- 
cal operations upon the child-bearing woman should 

have an obstetrical training. An operation on a 

child-bearing woman should be deferred as long as 

possible. In the interim better obstetrical care, more 
attention to postpartum care, and the judicious use 
of pessaries will keep her comfortable. Over 60 per 
cent of gynecological lesions, namely, the injuries 
of childbirth, descensus uteri, and acquired dis- 
placements are the direct result of poor obstetrical 
practice. The remainder include endocrine dys- 
functions, anomalies, infections, and tumors. 
Operations for sterility seem to give poor results 
and often have unfortunate sequela. From 25 to 
30 per cent of males are impotent. Fifty per cent 
of women complaining of sterility are suffering from 
endocrine disturbances that inhibit conception. The 
gynecological patient seldom has a complete diag- 
nosis before operation is advised. The author calls 
attention to the abuse of the uterine curette and 
its harmful sequela, and urges that casarean sec- 
tion be performed only on very definite indications. 
Harry W. Fink, M.D. 
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OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Nissen, W.: Multiple Corpora Lutea in Simple 
Pregnancy (Mehrfache Corpora lutea bei einfacher 
Schwangerschaft). Zentralbl. f. Gynack., 1924, 
xlviii, 916. 

Strikingly small ovaries, in which at first no corpus 
luteum could be detected, were found in a woman 
47 years old who was subjected to a complete 
hysterectomy for a myoma in the second month of 
pregnancy. Upon more careful examination, how- 
ever, two fresh corpora lutea were found at the 
lateral pole of the left ovary and a well-preserved 
and well-developed corpus luteum near the hilus of 
the right ovary. On microscopic examination no 
differences were apparent either in the morphologi- 
cal structure or the staining of these three corpora 
lutea. 

The author assumes that in this woman the 
function of the one corpus luteum of pregnancy was 
distributed equally to three sites; that the impreg- 
nated ovum originated from the somewhat promi- 
nent corpus luteum of the left ovary which was 
found first; and that the latter was the “true” 
corpus luteum. The two others were only accessory 
corpora lutea. Their presence is explained by the 
fact that they were becoming mature at the time of 
the rupture of the follicle or shortly thereafter and 
were therefore of the same age as the true corpus 
luteum. As the first ruptured follicle developed into 
the corpus luteum, they took part in this change— 
the ova undoubtedly dying off—and formed acces- 
sory lutein ridges, such as are seen only rarely with 
such completeness in follicles undergoing atresia. 

Scumitr (G). 


Luettge, W.: Boy or Girl? The Serological Deter- 
mination of the Sex of the Child in the Uterus 
(Junge oder Maedchen? Serologische Geschlechts- 
bestimmungen des Kindes im Mutterleib. Zen- 
tralbl. f. Gynaek., 1924, xlviii, 11390. 


In collaboration with Mertz the author has 
worked out a method whereby it is possible to pre- 
cipitate the albumin of the serum quantitatively 
and completely separate the split products. By 
testing for the presence of testicular substance in 
the maternal serum by this method, the sex of the 
child was discovered during pregnancy in all of the 
sixty-one cases examined (thirty-seven boys and 
twenty-four girls). Wotrr (G). 


Schumann, E. A.: The Relation of Venereal Dis- 
eases to Childbirth. Am. J. Obst. & Gynec., 1924, 

vill, 257. 
The frequency of gonorrhoea as a complication of 
pregnancy has been given by Zwow, Gurd, and 


Sanger as between 25 and 50 per cent, and by Har- 
rar, Taussig, and others as between 5 and to per 
cent. 

In the author’s private practice in 150 cases seen 
since the routine cervical smear has been « part of 
the prenatal study, only one positive slide was 
obtained, and that was a doubtful one which was 
not confirmed upon subsequent examination. This 
suggests that the incidence of neisserian infection in 
pregnant women is grossly overestimated. The gono- 
coccus is one of the most important causes of ster- 
ility. 

It is generally believed that the gonococcus is an 
active causative agent in the production of puerperal 
sepsis, but this is doubtful. 

Neisserian infection complicating pregnancy may 
be a cause of ectopic gestation. 

A satisfactory plan of treatment is gently to coat 
the entire vagina and cervix with a 20 per cent solu- 
tion of argyrol at weekly intervals and to instruct 
the patient to fill the vagina with a 10 per cent solu- 
tion of this drug daily. Old chronic endocervicitis 
requires treatment chiefly upon the indication of a 
profuse, irritating leucorrhoea. 

The free introduction into the vagina of a powder 
composed of equal parts of sodium bicarbonate and 
Fuller’s earth and its retention for forty-cight hours 
by means of a cotton tampon will usually so dimin- 
ish the secretion that the symptoms are promptly 
allayed. 

During the progress of labor in the author's cases 
the birth canal is flushed with a ro per cent solution 
of argyrol. Enough argyrol is used to bathe the 
vaginal and cervical mucosa thoroughly, and the 
solution is not sponged away or withdrawn. 

Early resort to forceps or version, Credé expres- 
sion of the placenta, and vigorous massage of the 
uterus fend to relight an old and possibly mild sal- 
pingitis and this may result in severe infection of the 
pelvic structures. 

In cases of granuloma inguinale, vaginal delivery 
is almost always impracticable and cesarean section 
is advisable. Treatment with tartar emetic and by 
other methods gives no relief during pregnancy, the 
affected areas becoming steadily greater in extent 
and the activity of the process increasing. The com- 
plication of granuloma by pregnancy is usually ac- 
companied by severe anemia and the patient is apt 
to prove a poor operative risk on this account unless 
active hematic treatment is instituted.- For these 
reasons also, delivery by section should be accom- 
plished as soon as possible after the viability of the 
child has been well established. te 

Pregnancy occurring in an untreated syphilitic 
woman may be reasonably expected to eventuate 1 
the birth of a living and healthy infant in about 
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one-half of the cases. About one-third of such wom- 
en give birth to syphilitic children either living or 
dead. In the statistics studied by the author about 
ro per cent of the entire number of children were 
stillborn or premature macerated infants. In the 
remaining one-sixth the presence or absence of 
syphilis has not been established. 

“Tf a syphilitic pregnant woman is given adequate 
and persistent treatment she may reasonably expect 
the birth of a healthy child whose chance of sur- 
viving is nearly as good as if she had not suffered 
from the disease. 

The author believes that clinical experience sup- 
ports the older view of Colles, and that in spite of all 
the weighty objections against it the facts speak 
eloquently for the truth of the theory of parental in- 
fection of the ovum. The formula devised by Profeta 
is also true. 

The conclusion reached from a study of the rela- 
tionship of venereal diseases to childbirth is that, 
with the growing recognition of the importance of 
careful prenatal examination and the early recog- 
nition and active and persistent treatment of vene- 
real diseases the power of these infections to de- 
stroy fetal life and maternal health has been greatly 
decreased. It seems fair to assume that if the prog- 
ress made in the next two decades equals that made 
in the last two, these diseases will soon lose their 
position as the chief destroyers of infant life. 

Epwarp L. Cornett, M.D. 


Monckeberg, C., and Avilés, M.: The Histopathol- 
ogy of the Syphilitic Placenta and Its Clinical 
Importance (L’histo-pathologie du placenta syph- 
ilitique et son importance en clinique). Gynéc. et 
obst., 1924, 1X, 4109. 


The authors made 570 microscopic examinations 
on filty syphilitic placenta. The Wassermann test 
was positive in forty-one cases (82 per cent). All of 
the placenta were pale and lardy in appearance, 
irregular, and friable. In twenty-five cases (50 per 
cent) there was retention of the placenta. Most of 
the placentae were oedematous because of an infiltra- 
tion of the tissues by a serosanguinous fluid. Be- 
cause of this they weighed from 25 to 51 per cent 
more than normal. In sixteen placente (32 per cent) 
infarcts were found; these were usually on the fetal 
surface, about 14 cm. thick, yellowish gray, and 
hard. Further microscopic examination revealed a 
considerable diminution in the blood spaces. The 
villi seemed enlarged because of serous infiltration 
and the increase in the number of blood vessels. 
This villus hypertrophy was the cause of the reduc- 
tion in the blood spaces. 

The villi showed an irregular hypertrophy of the 
plasmodial layer. The authors suggest that the 
syncytial lesions may have some relation to the 
vascular lesions. They found also a proliferation of 
the Langhans cells; in some cases these formed 
cellular cores branching into the connective tissues 
of the villi. 


Lesions of the intravillus vessels were found in 80 
per cent of the cases. They were observed in both 
the arteries and the veins, but more commonly in 
the former. They were seen in the three coats, but 
were more marked in the intima. They occurred 
more frequently in vessels of small caliber. In these 
the inner coat proliferated irregularly, forming 
small nipple-like projections which sometimes 
almost occluded the vessels. This endarteritis or 
endophlebitis favors thrombosis, and as a conse- 
quence, total obliteration of the vessels. In many 
cases thickening of the middle and outer coat has 
been observed. Another vascular change noted in 
62 per cent of the cases was a dilatation and con- 
siderable increase in the number of vessels which 
gave the tissue an angiomatous appearance. The 
changes in these vessels gave rise to anemia and 
necrosis of the villi. The cells which covered these 
villi were the first to suffer and degenerated easily, 
the maternal blood which coagulated around them 
forming fibrous masses which covered many villi as 
a single compact mass. This is the manner in which 
were formed the infarcts found in 80 per cent of the 
cases. These lesions are not characteristic of pla- 
cental syphilis as they frequently occur in other 
syphilitic infections. 

On the maternal surface of the placenta was 
found a leucocytic infiltration in the form of islands 
or bands. This was noted particularly around the 
blood vessels. 

The lesions of the decidua were identical with 
those that were found on the maternal surface of the 
placenta. 

The chorion showed infiltration of the connective 
tissue by embryonal cells. 

In the amnion there was a leucocytic infiltration of 
the connective tissue layer under the endothelium, 
which in some cases was very marked. No relation- 
ship between the histological changes in the amnion 
and the production of the amniotic fluid could be 
determined. 

The umbilical cord was oedematous in cases of 
macerated fetus, and in rare cases showed varices. 
Microscopic examination revealed panarteritis and 
phlebitis and almost complete obstruction of the 
arteries. In the umbilical vein the same changes 
were found though here they were less advanced. 
In 36 per cent of the cases there was an intense in- 
filtration of Wharton’s jelly. 

As to the clinical significance of their work, the 
authors believe that the lesions found in different 
parts of the oval sac are sufficient to explain abor- 
tion and fetal death plus hydramnios and retention 
of the placental membrances. Abortion due to 
syphilis may result from the death of the fetus (the 
fetus then acting as a foreign body to the uterine 
cavity), or from syphilitic changes in the decidua, 
placenta, etc. In none of their cases were the 
authors able to find the spirocheta in the placenta, 
but in 30 per cent they discovered it in the liver of 
the fetus. SALVATORE DI Patma, M.D. 
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LABOR AND ITS COMPLICATIONS 


Gillespie, W.: The Part Played by the Cervix in Our 
Difficult Labors. Ohio State M. J., 1924, xx, 621. 


Nothing indicates more infallibly the judgment 
of an obstetrician than his recognition of the part 
played in labor by the cervix. The natural forces, 
when acting normally, prepare it for dilatation by 
softening and relaxing its structures. The rhythmic 
advance and recession of the dilating wedge stretches 
the circular fibers so gradually that laceration is 
almost never produced by the natural forces until 
the cone-shaped occiput has protruded far enough 
through its orifice and the equatorial diameter is 
attempting to pass the external os. The slight 
lateral lacerations that may then result are due to 
the occurrence of violent expulsive efforts which do 
not give time for the slow, gentle stretching which 
alone will safeguard the structures from trauma. 

Even after hours of labor in which the zone of 
dilatation above the vaginal attachment has been 
thoroughly expanded, lacerations are the rule and 
serious lacerations are frequent if the condition of 
either the mother or the child demands the employ- 
ment of force to complete the dilatation. It follows, 
therefore, that experienced operators are much less 
apt to attempt delivery through an imperfectly 
dilated os than those whose self confidence is based 
upon ignorance and lack of experience. 

A danger too frequently overlooked is the dragging 
down of the cervix before the head which results in 
the destruction of the uterosacral ligament and 
separation of the fascial plane upon which the blad- 
der rests. This is the usual cause of cystocele and 
uterine prolapse. Even a spontaneous delivery may 
be followed by cystocele if the cervix comes down 
before the head, and its anterior lip appears at the 
vulva. One of the prognostic errors which have dis- 
credited many obstetricians with their patients is 
due to disregard of the part played by the dragged 
down cervix in obstructing delivery of the head 
through the pelvic outlet. 

Another common source of error in prognusis is 
the failure of physicians to recognize the difficulties 
caused by the too deep engagement of the head in 
primipare prior to the onset of labor. This is re- 
sponsible for a very high fetal mortality rate. 
After twenty-four hours of labor and several hours 
more to prepare the os the child has a poor chance to 
survive and the mother is apt to make a slow 
recovery. 

The ideal condition for easy dilatation of the 
uterine orifice is found when the head fits the lower 
uterine segment accurately, a moderate quantity of 
waters is below the head, and the amount of liquor 
amnii is small enough to permit the fundus to make 
firm pressure upon the breech of the child during the 
uterine contractions. If there is hydramnios suffi- 
cient to prevent direct pressure upon the breech, 
the piston-like action of the head and hydrostatic 
expansion of the fore-waters is absent and delay in 
dilatation of the cervix is inevitable. Under such 


circumstances it is good practice to rupture the 
Se and leave the dilatation to the head 
itself. 

When pregnancy occurs in an acutely anteflexed 
uterus, the body of the organ behaves like any other 
uterus, but the cervix remains acutely anteflexed, 
with its canal at almost a right angle to the general 
uterine axis. This persists to full term, and frequent. 
ly many hours of uterine effort fail to start the proc. 
ess of dilatation. The cervical canal remains un. 
shortened. 

Such a cervix is smaller than the average, contain- 
ing less tissue; hence its structures must become 
much more thinned out to form a ring through which 
the head may pass. Accordingly, severe lacerations 
are frequent. Such a cervix practically never short- 
ens and softens as the result of the rhythmic con- 
traction of the last few weeks; hence more work is 
left to be accomplished after the onset of labor. The 
canal lies at a right angle to the line of uterine force. 
and a rigid band above it and anterior to the canal 
tends to shunt the force of the bag of waters back- 
ward and away from the canal. 

Sometimes the anterior valve of the lower uterine 
segment has been stretched and sacculated until the 
head rests within its excavation, the vertex being 
upon a much lower level than the os, which lies high 
up behind the head. The structures in front of, or 
below, the head are sometimes so thin and apply 
themselves so tautly to the head that this condition 
may be mistaken for complete dilatation of the cer- 
vix with the edges of the os retracted over the head. 
Such a condition should always be discovered early 
in labor. When it is found, the fingers should be 
hooked into the anterior lip and the os pulled down 


‘in front of the head and held there until there is a 


reshaping of the zone of dilatation. 

If a sufficient amount of change has not occurred 
at the end of half an hour the obstetrician may again 
dilate somewhat before the elastic limit of the tissue 
is reached. 

The uterus cannot act to mechanical advantage 
unless, during uterine contraction, its long axis 
approaches the axis of the pelvis. If the uterine axis 
deviates greatly from that of the pelvis, there are 
nagging, inefficient pains which have no effect upon 
the cervix. As soon as the position of the uterus is 
corrected and maintained the pains are followed by 
vigorous contractions and rapid progress. 

In twin pregnancy, if the second child is as large 
as, or larger than, the first, its superior pole receives 
the direct pressure of the fundus and the force Is 
largely dissipated upon the flare of the ileum. 

Barnes asserted that posterior positions of the 
vertex are responsible for more than 50 per cent 0! 
all troubles for which the consultant is called. As 
this is still true today, it follows that he who lacks 
skill in handling such complications of labor !s 4 
failure as an obstetrician. 

Whenever the os is slow to dilate a care/ul ex 
amination should be made. If the occiput is poste 
rior, an analgesic should be administered in sult 
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OBSTETRICS 


cient amount to give the patient comfort and insure 
seep between the pains. After the lower uterine 
segment has been softened, it is good practice to 
render artificial assistance even if exhaustion does 
not threaten. 

Forceps rotation can be resorted to several hours 
before manual rotation is feasible. If the obstet- 
rian has the skill to accomplish it and the judg- 
ment to allow time for dilatation to be completed by 
very gentle traction and pushing up of the cervix, 
there will be less cervical damage than if manual 
completion of dilatation is attempted before resort 
is had to forceps. 

The term “rigid os” is usually misapplied. In 
most cases dilatation is difficult because the natural 
forces are compelled to work at a mechanical dis- 
advantage. Even when the resistance is cervical, 
the pathology is very rarely found in the tissues 
of the cervix, the condition being due almost in- 
variably to changes in the mucous lining of the 
cervical canal. 

Success in obstetrical practice depends upon the 
skill and judgment in the handling of the first stages 
of labor. No amount of skill in the second stage can 
compensate for lack of foresight in the first. If the 
first stage of the labor is well conducted the second 
stage will usually not be difficult. 

Cart H. Davis, M.D. 
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PUERPERIUM AND ITS COMPLICATIONS 


Runge, H., and Lauer, A.: The Results of Breast 
Nursing in Puerperal Affections (Erfolge des 
Stillens bei Wochenbetterkrankungen). Deutsche 
med. Wchnschr., 1924, 1, 602. 


The only strict contra-indication against nursing 
is tuberculosis in the mother. In such cases nursing 
must be prohibited in order to conserve the mother’s 
powers of resistance and to protect the child from 
infection. In septic cases nursing should be for- 
bidden in order to conserve the energy of the mother 
only in the very severe cases. Of fifty-four infants 
allowed to nurse when the mother was affected with 
a febrile condition, only one, a premature child, died 
from proved streptococcus sepsis and_ peritonitis 
attributable to bacteria similar to those contained 
in the mother’s milk. Of the remainder, some 
thrived exceptionally well, but for others the quan- 
tity of mother’s milk was not sufficient and the use 
of cow’s milk was necessary to supplement it. In 
only a small percentage of the cases did the child 
show disturbances, such as enteritis, fever, and 
conjunctivitis, which were traceable to bacterial 
contamination of the milk. In cases in which the 
mother suffered with persistent disease due to 
thromboses, etc., nursing had a favorable influence 
upon her. Von Scuubert (G) 
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ADRENAL, KIDNEY, AND URETER 


Petit, and Chevassu: Painful Hzematuric Peri- 
nephritis with Hzematuria of Traumatic Ori- 
gin Suggesting a Renal Calculus (Périnéphrite 
douloureuse hématurique d’origine traumatique sim- 
ulant un calcul du rein). J. d’urol. méd. et chir., 
1924, XViii, 34. 

Five months after rapid recovery from a wound 
due to a bullet which entered his body in the ninth 
intercostal space in the right anterior axillary line 
and emerged from the eleventh interspace 10 cm. 
from the median line, a soldier complained of pain 
in the right kidney and lumbar region which was 
relieved by rest and increased by exertion. During 
one week there was hematuria without blood clots. 
In a period of four years there were six attacks of 
hematuria associated with pain in the right kidney 
region. Subsequently the attacks became more fre- 
quent. In the intervals between them there were no 
urinary symptoms or findings. Ureteral catheteriza- 
tion showed the bladder and kidney to be normal. 
Roentgenograms were negative for renal calculus 
but revealed a bullet near the external border and 
the upper pole of the right kidney. During the 
attacks of hematuria, cystoscopic examination 
showed that the blood came from the right kidney. 

At operation, the upper pole of the right kidney 
was exteriorized with great difficulty. The thick 
capsule was closely adherent to the renal paren-- 
chyma. Exploration for the foreign body with a 
fine needle was unsuccessful. The bullet in the 
eleventh intercostal space was not in contact with 
the kidney. It was found and removed with the aid 
of the fluoroscope. Convalescence was rapid, com- 
plete, uneventful. 

Chevassu has seen 2 number of similar cases. 

Watter C. Burket, M.D. 


Bryan, R. C.: The Treatment of Pyelitis. Virginia 
M. Month., 1924, li, 284. 


Copious water drinking, proctoclysis, and hypo- 
dermoclysis should be pushed in cases of pyelitis 
only when the kidney is being drained. The author 
regards hypodermoclysis as the best renal stimulant. 
On the first day he gives 1,000 c.cm. of water in two 
hours. If this is well tolerated he gives from 6 to 9 
qts. in twenty-four hours. As a bactericidal meas- 
ure he changes the reaction of the urine several 
times. T. F. Frvecan, M.D. 


David, V. C., and McGill, E. C.: Infection of Perma- 
nent Hydronephroses. Ayn. Surg., 1924, Ixxx, 
519- 

The authors have made a study of the factors 
which may be of importance in the infection of 
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hydronephroses. The type they studied in their 
experimental work was the permanent closed hydro. 
nephrosis due to complete obstruction of the ureter 
such as is frequently caused by accidental or inten. 
tional ligation of the ureter during an operative 
procedure in the pelvis, by pressure exerted on the 
ureter by inflammatory masses or growths, by 
stricture of the ureter, by stones or the products oj 
inflammation, and by congenital anomalies. 

The results of the experiments indicated that a 
hydronephrosis developing as the result of ligation or 
division of the ureter may become infected by the 
ureteral lymphatics only if the cut end of the ureter 
comes in contact with infectious material. 

Regarding the possibility of infection by organ- 
isms passing through the intestinal wall into the 
mesenteric glands and thence to the urinary stream 
by way of the lymphatics, the authors state that 
Franke’s hypothesis applies only to cases in which a 
diseased bowel or appendix is in contact with the 
peritoneum overlying the kidney. Therefore it 
would account for very few kidney infections. 

From the authors’ work it seems apparent that 
the most common means of entry of organisms 
into a developing hydronephrosis is a blood-stream 
infection. 

It was found also that colon bacilli in the cir- 
culating blood are very rapidly secreted into the 
kidney urine and disappear entirely within thirty-five 
minutes. Accordingly it seems probable that in the 
absence of obstruction of the urinary outflow, 
pathogenic organisms are very rapidly eliminated 
and do not produce lesions in the urinary tract. 

The authors summarize their findings as follows: 

1. Closed hydronephroses in dogs may be in- 
fected through the blood stream up to three months 
after the onset of their development. 

2. Closed hydronephroses of more than three 
months’ standing are no longer liable to infection 
through the blood stream. 

3. Closed hydronephroses are rarely, if ever, in- 
fected through the lymphatics leading from the 
bowel to the kidney. Ascending ureteral and lym- 
phatic infection of hydronephroses is possible but 
improbable. Henry L. Sanrorp, M.D. 


Townsend, W. W.: A Problem in Renal Tubercu- 
losis. Boston M. & S. J., 1924, exci, 398. 


The early diagnosis of renal tuberculosis has been 
made easy by modern urological technique. Cases 
that are still urological problems are those of advanced 
unilateral tuberculosis in which the non-tuberculous 
kidney, in overworking to decrease the load on Its 
diseased mate, has become congested and the urine 
coming from it shows microscopic evidence of an 
acute or subacute toxic nephritis. 
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In the two cases cited by the author there was 
conclusive evidence of tuberculosis of the left kidney 
and of toxic nephritis with palpable ptosis of the 
right kidney. In each instance a decapsulation and 
fixation of the right kidney were done. Subsequent 
study of the right kidney showed a return to its nor- 
mal condition. The conclusion is drawn that if a 
nephrectomy on the tuberculous kidney is con- 
sidered, the patients are now in a much better condi- 
tion to withstand it and will have a quicker con- 
valescence. C. R. O’Crow ey, M.D. 


Negro, M.: Pyelography in Renal Tuberculosis (La 
py¢lographie dans la tuberculose rénale). J. d’urol. 
méd. cl chir., 1924, xvii, 378. 


Surgeons of note have expressed conflicting views 
regarding the value of pyelography in the diagnosis 
of renal tuberculosis. The author’s conclusions on 
the subject are based on fourteen cases. 

In the early cases in which the lesions consist of 
discrete tubercles in the parenchyma or pelvis, a 
pyelogram is negative in all respects. It is essential- 
ly negative also in the so-called closed cases al- 
though the parenchyma of the kidney may contain 
large abscesses and the pelvis and ureter may be 
considerably dilated. In these cases the papille 
retain their normal outline and there is nothing 
pathognomonic of tuberculosis in the changes in the 
renal pelvis and the ureter. 

The changes revealed by the pyelogram in tuber- 
culous pyelitis are of only relative significance. In 


hydronephrosis the shadow shows distinct regular | 


borders but in some instances a faulty mixture of the 
opaque solution and the urine may be confusing. 
There is little to distinguish the picture from that of 
pyonephrosis. 

In cases with ulcer and caseation, the ureter is 
straightened and dilated and the pelvis shows dilata- 
tion and the outline of a segment of cauliflower, but 
an accurate estimate of the extent of the disease is 
often impossible. Cavities filled with thick pus are 
not seen. Simple hydronephrosis, pyonephrosis, and 
stone may produce a similar picture. Therefore 
Pyelography in these conditions is of only relative 
value. 

In view of the difficulties and limitations of the 
method and the relative precision of other means of 
exploration, the author is inclined to agree with 
Marion that in renal tuberculosis pyelography is of 
little aid. Abert F. DeGroat, M.D. 


Chevassu, M.: The Association of Stones in the 
Right Kidney with a Stone in the Gall Bladder; 
The Value of Visibility of the Kidney Outline 
in the Roentgenogram (Coincidence de calculs 
rénaux droits et de calcul vésiculaire; les services 
rendus par la visibilité du contour du rein). Bull. et 
mém. Soc. nat. de chir., 1924, 1, 764. 


_In the case reported the roentgen diagnosis was 
simplified especially by visibility of the kidney, but 
also by the difference in the appearance of the 
stones, the kidney stones being branched and the 
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gall stone round and laminated. The shadow of the 
kidney lay well below that of the gall bladder. 

The importance of visceral shadows in the differ- 
entiation of masses of splenic, renal, and biliary 
origin is emphasized. Atsert F, DeGroat, M.D. 


Lévy, R.: Notes on 378 Operations for Urinary Cal- 
culi (Notes sur 378 interventions pour calculs 
urinaires). J. d’urol. méd. et chir., 1924; xviii, 1. 

The 378 operations reviewed included 167 for 
vesical stone, with a mortality of 8.9 per cent; 166 
for renal stones, with a mortality of 7.2 per cent; 
and forty-five for ureteral stones, with a mortality of 
II per cent. 

Of the cases of vesical stone, fifty-nine were treat- 
ed by lithotomy with a mortality of 5 per cent (3 
per cent if deaths from intercurrent diseases are ex- 
cluded); two were treated by removal of the stone 
through the natural channels with no mortality; 
and 106 were treated by cystostomy with a mortal- 
ity of 11.3 per cent (4.7 per cent if deaths from other 
causes are omitted). 

In the cases of renal stones, nephrotomy was done 
sixty times with a mortality of 8.3 per cent; pyelot- 
omy fifty-nine times with a mortality of 4 per cent; 
nephrectomy thirty-eight times with a mortality of 
5.2 per cent; and nephrostomy nine times with a 
mortality of 33.3 per cent. 

In the cases of ureteral stone, 67 per cent of the 
stones were in the pelvic portion, 19 per cent in the 
lumbar portion, and 6.5 per cent in the iliac portion. 
Four and three-tenths per cent were intramural. 

There were three cases of anuria with a mortality 
of 66.6 per cent, six cases of unilateral renal calculi 
with a mortality of 33.3 per cent, twenty cases of 
‘recurrent lithiasis with a mortality of 15 per cent, 
and eleven cases of bilateral lithiasis with a mortal- 
ity of 27.2 per cent. 

One patient died from peritonitis following rupture 
of the bladder from the pressure of the fluid injected 
to distend it for the operation. Another patient died 
on the operating table from air embolism following 
air distention of the bladder for the removal of a 
stone at the time of prostatectomy. In one case a 
supernumerary atrophied kidney containing a cys- 
tin calculus was found. 

The nephrectomies were primary or performed 
because of postoperative haemorrhage, recurrent 
lithiasis, or lumbar fistula. Nephrostomy, the most 
serious operation for renal lithiasis, was done in 
cases of complete anuria. 

The pyelotomies were anterior or posterior (simple 
or enlarged). Posterior pyelotomy is an ideal opera- 
tion for the removal of a renal calculus. In the 
enlarged pyelotomy the incision is continued from 
the pelvis into the body of the kidney. The en- 
larged pyelotomy is technically easy, harmless, and 
of aid in the removal of large stones which other- 
wise would require total splitting of the kidney. It 
is indicated also for the removal of a stone in the 
kidney substance near the pelvis. It renders un- 
necessary the more serious, extensive, and mutilat- 
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ing nephrotomy. In the author’s ten cases healing 
occurred as after a simple pyelotomy. Incision of 
the renal parenchyma caused no greater vascular 
disturbance than nephrotomy. 

The removal of ureteral calculi may be compli- 
cated by retrograde mobility of the stone. Abnor- 
mal mobility of a calculus must be determined be- 
fore a ureterolithotomy is done. The author has 
found eighteen cases of wandering or retrograde 
calculi reported in the literature. The ureteral 
dilatation permits the stone to fall back toward the 
kidney with a change in the body posture. In rare 
cases inverse peristalsis may be a cause. In one 
case of movable stone a ureterotomy, cystostomy, 
and lumbotomy were done before the stone could 
be located. To avoid such an embarrassing opera- 
tive situation as being unable to find a stone previ- 
ously demonstrated by the X-ray, it is important to 
take a series of roentgenograms in various postures, 
including the Trendelenburg position, and to use 
manual manipulation to determine whether the stone 
is migratory. Dilatation demonstrated by a roent- 
genogram of the ureter filled with opaque fluid also 
suggests retrograde movements of a stone but 
ureteral sounds, oil injections, and glycerine absorp- 
tion are of no value. When a diagnosis is once made, 
the patient should be placed in an extremely in- 
clined position and given certain body movements. 
The stone, which drops back into the pelvis, may 
then be removed by simple pyelotomy. 

Removal of stones in the upper portions of the 
ureter (in the renal pelvis or the lumbar or iliac por- 
tions of the ureter) is simple, but the removal of 
those in the lower end is more difficult. The choice 


of the operative approach depends upon accurate 


localization. If an exact localization has not been 
made during ureteral catheterization by the arrest 
of the sound or the sensation of rubbing, it is impor- 
tant to make a roentgenogram with an opaque 
sound having visible graduations. The location of 
the ureteral orifice in relation to the sound being 
known, the exact location of the stone will then be 
indicated by the distance separating the sound from 
the shadow of the concretion in the roentgenogram. 

If the calculus will not pass when simple dilata- 
tion is effected with the ureteral catheter, operation 
is justifiable. Calculi lodged next to the bladder in 
the terminal portion of the ureter or in the bladder 
wall are difficult to approach by the retroperitoneal 
route. They are more easily removed by the trans- 
vesical than the iliac route. In the author’s opinion, 
the operative treatment of juxtavesical ureteral 
calculi according to their location is as follows: 

1. Calculus situated within 1.5 cm. of the bladder 
mucosa: cystostomy followed by débridement of 
the ureteral orifice and extraction of the stone. En- 
largement of the ureteral meatus by fulguration to 
permit spontaneous extrusion of the stone may 
result in congestion and acute renal retention. After 
débridement of the ureteral meatus, stenosis is more 
apt to result than dilatation with reflux of the urine 
and infection. 
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2. Calculus 2 or 3 cm. distant from the bladder: 
laterovesical stripping back with cystostomy and 
débridement of the ureteral orifice. 

3. Calculus at a slightly greater distance than 
3 cm. from the bladder: cystostomy followed by 
median stripping back of the peritoneum with ex. 
posure of the retrovesical space. 

4. Calculus still higher: iliac incision with extra- 
peritoneal ureterotomy. 

5. Calculus very high: removal by suprapubic 
incision. 

The classical iliac incision should be reserved for 
calculi in the portion of the ureter which lies on the 
lateral wall of the pelvis. If a not distinctly fixed 
calculus is approached through the vagina or the 
rectum or by stripping back the peritoneum from 
above, it may be difficult to palpate and may not 
be found at all. The extensive perineococcygeal, 
the paracoccygeal, and the ischiorectal routes are 
unnecessary. The transvesical approach is prefer- 
able to transperitoneal exploration followed by 
retroperitoneal removal. In the male, the greater 
narrowness of the pelvis and the increased muscular 
tonicity make low approaches difficult. Marion 
recommends stripping the bladder from the lateral 
wall of the pelvis to feel the calculus or to assist in 
pressing it into the bladder. 

Wa tter C. Burkert, M.D. 


Hinman, F., Kutzmann, A. A., and Gibson, T. E.: 
Leucoplakia of the Kidney Pelvis; with a Re- 
port of Two Cases. Surg., Gynec. & Obsi., 1924, 
XXXIX, 472. 


Only thirty-one cases of leucoplakia of the renal 
pelvis have been reported. 

Leucoplakia of the urinary tract may be defined 
as an epidermoid transformation of the mucosa, 
usually occurring in plaques, with excessive kera- 
tinization and desquamation. As a rule it is asso- 
ciated with inflammation of long duration, calculus 
formation, or other irritation. 

Its cause is unknown. According to one theory, 
it is a true metaplasia on the basis of chronic inflam- 
mation and irritation, a biological process of adapta- 
tion to environment in the form of protective corni- 
fication. According to another theory it arises on 
the basis of misplaced embryonal rests of primitive 
ectoderm. 

Leucoplakia of the renal pelvis occurs with equal 
frequency in both sexes. It may develop at any 
age, but is most common in the fourth decade of 
ife. 

The symptoms are those of urinary tract infection 
(cystitis, pyelitis, pyelonephritis, pyonephrosis) and 
urinary lithiasis, conditions with which it is usually 
associated. 

As the disease is incurable and precancerous, the 
treatment of choice is nephrectomy. Palliative 
measures such as pelvic lavage are probably bene- 
ficial only in subduing infection and thus possibly 
delaying the progress of the condition. The value of 
radiotherapy is not known. 
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The author suggests that in leucoplakia of the 
bladder fulguration might be of value, but has been 
unable to find any reports of its use in that condition. 

Oscar E. Napeav, M.D. 


Sisk, I. R.: Kinks of the Ureter. J. Urol., 1924, xii, 
223. 

Kinks of the ureters are not infrequent. They 
cause attacks of pain over long periods without pro- 
ducing much dilatation of the pelvis or calices of 
the kidney. To straighten them out it is advisable 
to inject a medium through a ureteral catheter, the 
point of which is below the kinked portion of the 
ureter. In cases of long standing, surgery is the 
treatment of choice. Non-surgical treatment gives 
relief in some cases for a considerable period of time. 

T. F. Frnecan, M.D. 


BLADDER, URETHRA, AND PENIS 


Carp, L.: Extraperitoneal Inguinal Hernia of the 
Bladder, with Special Reference to the Réle of 
the Prevesical Fat. Surg., Gynec. & Obst., 1924, 
XXXIX, 443. 


Bladder hernia are classified as follows: (1) the 
intraperitoneal variety, in which the bladder is com- 
pletely surrounded by a peritoneal sac, (2) the 
paraperitoneal variety, in which the bladder is 
partially surrounded by a peritoneal sac, and (3) the 
extraperitoneal variety, in which the bladder has no 
relation to a peritoneal sac. The most common type 
isapparently the paraperitoneal variety. The condi- 
tion is four times more common in the inguinal region 
than in the femoral region. 

While it is possible that bladder hernia may be 
congenital, it is more probable that they are pro- 
duced by traction of the prevesical fat. 

Extraperitoneal inguinal hernia of the bladder is 
infrequent. It occurs most commonly between the 
third and fifth decades, in the male, and on the 
right side. Bladder symptoms and incarceration are 
usually absent. The diagnosis is seldom made before 
operation. At operation the condition is indicated 
by the presence of a prevesical lipoma, the absence of 
a peritoneal sac, and the fact that the pedicle leads, 
not into the peritoneal cavity, but behind the pelvic 
bone. Frequently during operation the bladder is 
— or tied off and bladder symptoms then de- 
velop. 

Since it may be inferred from experimental and 
clinical evidence that, by traction, the prevesical fat 
plays a major réle in the production of extraperito- 
neal inguinal bladder hernia, all lipoceles should be 
resected when they are encountered on the operating 
table. Cyrit J. Grasper, M.D. 


Wertheimer, P.: Suprapubic Cystostomy in the 
Treatment of Injuries of the Spine (La cystos- 
tomie suspubienne dans le traitement des trauma- 
tismes du rachis). Lyon. chir., 1924, xxi, 309. 


_Suprapubic cystostomy has been advocated from 
time to time since rg12 but has never been included 
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in the routine treatment of injuries of the spine. 
The author has employed it in such cases with 
gratifying results. It simplifies the treatment, pre- 
vents grave urinary infection which is the cause of 
death in more than one-third of the cases, prolongs 
life in cases of severe cord injury, and in cases of 
slight injury enables the patient to survive until the 
recovery of bladder function. 

The technique differs from that of a standard 
cystostomy only in that a smaller incision is made 
and the bladder is not attached to the skin. 

If desired, the bladder may be irrigated once daily 
through a urethral retention catheter. 

Six case histories are presented to show the ad- 
vantages of this procedure over repeated and perma- 
nent catheterization with antiseptic irrigations. 

ALBERT DEGrRoatT, M.D. 


Scholl, A. J.: Tumors Involving the Dome of the 
Bladder. J. Am. M. Ass., 1924, Ixxxiii, 1147. 


Tumors of the dome of the bladder are usually 
very malignant and extensive. On the other hand, 
they are readily resected, occur earlier in life than 
tumors of the base, and rarely cause obstruction of 
the ureteral or bladder outlets. Consequently, in 
such cases, infection and destruction of renal func- 
tion, which are so commonly the cause of death fol- 
lowing resection of tumors of the base, are rare. Since 
the dome of the bladder is a comparatively symp- 
tomless area, tumors in this region grow large before 
operation is attempted. The resection of tumors of 
similar size and degree of perivesical extension in the 
base of the bladder with involvement of the trigone 
and adjacent structures would be attended by a 
much higher immediate mortality. 

Thirty-one patients with tumor of the dome of the 
bladder were treated surgically at the Mayo Clinic 
between January 1, 1910, and January 1, 1924. 
Nine (29 per cent) of them were women. 

There were two deaths following operation. One 
patient was a man aged 61 years who came to the 
Clinic on account of frequency and dysuria of one 
year’s duration. At operation, an extensive epithe- 
lioma of the dome was found. The upper third of 
the bladder was removed. As the growth had ex- 
tended through the peritoneal wall, transperitoneal 
resection was performed. The peritoneal cavity was 
then drained. The patient died of myocarditis and 
cardiac dilatation on the seventh day after the 
operation. At autopsy, the operative field was 
found clean and no metastases were discovered. 

The second patient was a man aged 54 years who 
had had a vesical calculus removed thirty-seven 
years previously. Since then he had had frequency 
and dysuria at intervals. On cystoscopic examina- 
tion, a tumor of the bladder was found, and at opera- 
tion, a tumor which involved the dome and posterior 
wall was resected. The peritoneum was opened, the 
bladder lifted out of the abdominal cavity, and the 
peritoneum sutured to the base of the bladder. The 
growth extended extravesically and involved the 
left ureter. The ureter was transplanted to an unin- 
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volved portion of the bladder. After the operation 
the patient passed only a smal] amount of urine. 
Death occurred on the ninth day. Autopsy revealed 
a congenitally atrophic right kidney, a hypertrophied 
left kidney, and ascending infection and multiple 
abscesses in the left kidney. Death was due to ob- 
struction and infection of the single functioning 
kidney. 

Complete postoperative data were obtainable con- 
cerning twenty-eight of the remaining twenty-nine 
patients. Nineteen were alive: seven, one year; 
eight, two years; and four, from three to six years 
after the operation. Four had had recurrences, all 
from one to two years after the operation. In one 
case a small recurrent growth was treated success- 
fully by fulguration one year after operation. One 
year later, a second growth developed in the supra- 
pubic tissues and was removed by wide excision. In 
a second case the growth was removed superficially 
one year after operation. One patient did not return 
for treatment of the recurrent growth. Another was 
considered in an unsuitable condition for further 
surgical procedures and was accordingly treated 
with radium. 

Of the twenty-eight patients for whom complete 
operative data were obtainable, nine died. One died 
two months after the operation from septic nephritis 
and femoral phlebitis. Three died one year after 
operation, one from recurrence, one from broncho- 
pneumonia, and one from a cerebral lesion. The last 
two patients apparently had no recurrence or meta- 
stasis at the time of death. Three died from recur- 
rence from two to four years after operation. One 
had a metastasis to the right humerus two years 
after operation; the growth broke through the 
periosteum, and death occurred following its re- 
moval. The last patient died seven years after the 
operation from some other condition. 


Bumpus, H. C., Jr.: Modern Methods and Results 
of Treating Malignancy of the Bladder. J. Am. 
M. Ass., 1924, xxxiii, 1139. 

Re-examination of patients who have been treated 
for tumor of the bladder is necessary because of the 
high incidence of recurrence following all types of 
treatment. 

Radium alone in the treatment of malignancy of 
the bladder is not successful in cases in which other 
methods of treatment cannot be used. Radium is 
most useful in association with fulguration or opera- 
tion, but radium treatment followed by operation 
gives poor results. If radium has been applied to 
malignant growths, the treatment should not be 
changed later to surgery. 

Tumors of a low degree of malignancy that are too 
extensive to fulgurate or excise are best treated with 
the cautery. Cauterization is not applicable to 
tumors of higher degrees of malignancy; these should 
be treated by excision or resection. The most impor- 
tant factor determining the final results of any type 
of treatment is the degree of malignancy of the 
tumor. 
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Francois, J.: Recent Advances in Roentgenograph: 
of the Urinary Tract (Les acquisitions 
radiologie des voies urinaires). J. d’urol. méd, 
chir., 1924, xvii, 353. 


The accuracy that has been reached today in the 
diagnosis of urinary diseases is due to the develop- 
ment of three methods of study, viz.. cystoscopy 
and ureteral catheterization, functional examination 
of the kidneys, and roentgenography of the kidneys 
and bladder. The third method is the subject of this 
article. 

It is best for the surgeon to take the roentgeno- 
grams himself. This can be easily done with the 
use of a special roentgenographic and_ urological 
table. 

For pyelography, ro to 29 per cent sodium iodide 
has been found the opaque medium least irritating 
to the urinary tract and least toxic to the organism 
as a whole. 

To prevent overdistention of the kidney only 
5 c.cm. are injected for the first plate. If no image is 
obtained, from to to 15 c.cm. are injected. Normally, 
3 or 4 drops of urine appear rapidly when the cath- 
eter is first introduced, this being followed by a 
pause of several seconds. In cases of hydronephro- 
sis the urine flows rapidly for a considerable length 
of time. By measuring the urine first passed and 
then injecting an equal amount of sodium iodide 
solution, it is possible to fill the pelvis completely 
without causing distention. Excessive pressure is 
best avoided by introducing the solution from a 
burette held 20 in. above the table. 

When, in a case of unaccountable lumbar pain. 
the X-ray does not reveal a renal or ureteral stone, a 
pyelogram should be made. In no other way can an 
early hydronephrosis be detected and its cause 
determined. The Germans have claimed success in 
detecting calculi permeable to the X-rays by impreg- 
nating them with collargol injected into the renal 
pelvis and X-raying the patient two days later. In 
every case of painful movable kidney pyeclography 
is indicated to detect a beginning hydronephrosis as 
this condition will often continue to cause renal colic 
after nephropexy. In such cases section of the renal 
nerves or nephrectomy is usually necessary. ; 

Pyuria in the absence of stone or tubercle bacilli 
requires pyelography to indicate the line of treat- 
ment that should be followed. 

Defects in the shadow of the renal pelvis may be 
produced by a neoplasm before there is any sign of 
its presence other than hematuria. Perirenal in- 
jection of carbon dioxide may reveal slight irregu- 
larities in the contour of the kidney and furnish 
confirmatory evidence. 

The presence of a shadow does not in itself war- 
rant the diagnosis of stone. The shadow must be in 
contact with that of a ureteral catheter in plates 
taken from three different angles, or after the injec- 
tion of the bromide solution it must be within the 
shadow of the ureter. 
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Perirenal injection of gas has been found of great 
value. The author describes the technique in detail. 
It causes little or no discomfort, and, judging from 
a series of 100 cases, is almost devoid of danger. 
Eight times out of sixty the author failed to obtain 

roper insufflation. The method has been of aid in 
determining the presence or absence of a kidney, in 
detecting anomalies, and in rendering calculi more 
distinct. It is particularly valuable in cases of renal 
tumors which it differentiates from sclerolipomatous 
perinephritis and, with pyelography, detects in the 
beginning of their evolution. 

Roentgen examination of the bladder is of aid 
when cystoscopy is impracticable because of hamor- 
rhage, spasm, a voluminous tumor, or deformity of 
the bladder. Occasionally a diverticulum which is 
overlooked in the cystoscopic examination is re- 
vealed in the roentgenogram. 

The bladder is rendered opaque by injecting a 
dilute suspension of barium sulphate. Three views 


are taken, an anteroposterior view, a lateral view, 
and a view through the axis of the pelvis. 

Diverticula may appear as projections from the 
bladder or, after micturition, may remain opaque 
because of retained barium. 

Tumors appear as defects in the bladder outline 
but must be distinguished from the smooth indenta- 
tions caused by the pressure of neighboring organs. 

ALBerT F. DeGroat, M.D. 


Young, H. H., Scott, W. W., and Hill, J. H.: The 
Use of Mercurochrome by Mouth as a Urinary 
and Intestinal Antiseptic. J. Urol., 1924, xii, 
237. 

Mercurochrome given by mouth in doses of goo 
mgm. per day is innocuous and causes little or no 
gastro-intestinal disturbance until it has been taken 
for a week or more. The urine becomes bacteriostatic, 
the stools deeply stained, and the bacterial content 
greatly reduced. T. F. Finecan, M.D. 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Bancroft, F. W.: Clinical Deductions Following a 
Study of Bone Repair. N. York State J. M., 1924, 
xxiv, 827. 

Bone is a living tissue which undergoes adaptation 
to stresses and strains. Extraskeletal bone has the 
same microscopic and chemical characteristics as 
skeletal bone. The theory of bone formation must 
therefore be broad enough to include embryonic 
bone formation, the repair of bone following injury 
or infection, and the formation of adventitious bone. 

The gross changes in a fracture of a long bone due 
to direct or indirect violence show that the muscles, 
nerves, and vessels are traumatized either by the 
force exerted or by the fractured ends of the bone. 
In the region of a joint a fracture may cause an 
associated joint injury. The immediate post- 
traumatic reaction is intense. Hemorrhage occurs 
throughout the muscle bundles and tends to follow 
fascial planes. Between the fractured ends there is 
extensive hemorrhage. Cdema follows. After four 
or five days a beginning organization of the clot is 
found, and after about ten days there is a thick 
gluey-like material—the early callus—which joins 
the bone ends and injects adjacent muscle bundles. 

The author has found that if a rabbit’s bone is 
broken and the fragments are allowed to override, it 
is almost impossible, after seven days, to draw the 
ends down to overcome the overriding even if ex- 
cision of the surrounding muscles is done and al- 
though there is lateral mobility of the fragments. 
This experiment demonstrates the peculiar con- 
sistency and characteristics of the gluey callus and 
explains why it is so often impossible to reduce such 
a deformity, even with the patient under the influ- 
ence of an anesthetic. Steady traction exerted over 
a considerable period of time is necessary. 

If in such an experiment as that mentioned an 
incision is made into the gluey callus, gritty particles 
will be found which are due to beginning ossification 
of the connective tissue. By the end of about one 
month the signs of haemorrhage into the muscles 
have largely disappeared, the exuberant callus has 
been absorbed, and around the fractured ends there 
is a firm ovoid mass which can be cut only with 
difficulty. In favorable cases, only slight motion 
can be detected between the fracture ends. Later 
the callus more closely approximates the natural 
shape of the bone and union occurs. 

Microscopic examination immediately aiter a 
fracture reveals blood clot between the fracture 
ends. Granulation tissue begins to grow in from the 
periphery in about five days. After about ten days 
connective tissue is well organized and there are 
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numerous new blood vessels. In the perivascular 
areas definite osteoid tissue can be seen. There is 
gradual transition from connective tissue to osteoid 
tissue to bone. Occasionally areas of hyaline or fibro. 
cartilage are noted. 

Marked changes occur also in the bone ends 
There is atrophy of the fragments due to absorption 
of both the matrix and cells. Calcium is re-absorbed 
from the exuberant callus, and scar tissue results, 
Sections taken several months after a fracture show 
the re-establishment of the medullary canal and 
definite cortical bone. The greater the comminu- 
tion, the greater the output of callus. 

On the basis of physicochemical studies, the theory 
is advanced that the so-called osteoblasts have very 
little to do with bone production. Calcium salts are 
deposited in the extracellular elements of connective 
tissue. The fibroblast then becomes a bone cell. 
Undoubtedly, the periosteum with its areolar tissue 
and numerous small blood vessels is the best struc- 
ture for bone formation, but it is not the only one. 

The clinical deductions drawn from these studies 
are that a fracture should be reduced immediately 
with minimal manipulative trauma; that the reten- 
tion apparatus should not be applied too tightly or 
too loosely; that the diet should be such as will favor 
an increase in the calcium and phosphate content of 
the blood; and that early active motion and massage 
favor the production of callus by stimulating the 
blood supply and preventing adhesion and fibrosis of 
the muscles and adhesions in the joints. 

Daniev H. Levintiat, M.D. 


Fraser, J., and Others: Discussion on Acute Osteo- 
myelitis. Brit. M. J., 1924, ii, 605. 

The usual sites of the earliest involvement of the 
long bones in osteomyelitis are the endosteum and 
marrow of the metaphysis. A primary pcriostitis is 
very rare. The vast majority of cases are due toa 
blood-borne infection. This infection may have 
been ‘present for years as a low-grade septicaemia. 
Teeth, tonsils, sinuses, furunculosis, pneumonia, and 
the exanthemata are well-known foci of infection. 
but umbilical sepsis may be a factor not yet fully 
appreciated. Fraser has had thirty cases in which 
osteomyelitis followed umbilical sepsis. He believes 
that infection from this source may persist in the 
blood stream until the years of later childhood. The 
main influences which localize the infection are 
trauma and the large surface extent and blood sup- 
ply of the metaphysis. The direction of the nutrient 
arteries and the time of union of the epiphysis are o! 
no importance. In an analysis of 400 cases the intect- 
ing organisms were found to be staphylococci in 8° 
per cent, pneumococci in 14 per cent, and strepto- 
cocci in 6 per cent. 


la, 
are 
effi 
tox 
ris 
mo 
cel 
hig 
col 
pr 
fro 
the 
of 
ost 
alb 
mo 
dre 
sti 
ave 
joi 
me 
inc 
ac 
Th 
ma 
ma 
str 
bo 
be 
be 
un 
sut 
Re 
fec 
Sec 
tar 
eve 
of 
fus 
the 

ma 
vis 
Da 
tio 
tic: 
ity 
bet 
Mu 
me 
pre 


SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


When the process is in the metaphysis and medul- 
la, the severe pain and extreme toxic manifestations 
are greatest. With the secondary subperiosteal 
efiusion the tension is relieved and the pain and 
toxemia diminish, but rise later as the tension again 
rises. In the differential diagnosis the condition is 
most often confused with acute rheumatism and 
cellulitis, but in osteomyelitis the white cell count is 
higher than in acute rheumatism and there are more 
constitutional symptoms than in cellulitis. The 
prognosis is more favorable the greater the distance 
from the original focus and from vital organs and 
the earlier the appearance of the second stage (that 
of subperiosteal effusion). 

Surgery is indicated in the local treatment of 
osteomyelitis unless the infection is of the serous or 
albuminous type, a type usually due to the pneu- 
mococcus. This type affects babies and young chil- 
dren; the temperature, leucocyte reaction, and con- 
stitutional manifestations are less severe than in the 
average case of osteomyelitis, and the neighboring 
joint is the site of a serous effusion. Extension, im- 
mobilization, hot applications, and sedatives are 
indicated. Surgery may be necessary later to drain 
a definite focus of suppuration. 

In the ordinary case early operation is advisable. 
The periosteum should be split, a trephine opening 
made into the metaphysis, and other such openings 
made into the medullary cavity 34 in. apart in a 
straight line down the diaphysis until red, uninfected 
bone marrow is reached. The openings should then 
be connected by chiselling. The marrow should not 
be curretted. Carrell-Dakin irrigations are indicated 
until the disinfection of the cavity has progressed 
sufficiently for partial secondary closure by suturing. 
Resection of bone should not be done unless the in- 
fection is so extensive that the entire diaphysis is a 
sequestrum. 

The treatment of the general condition is impor- 
tant. This includes the use of autogenous vaccines 
every third to fifth day, daily injections of a serum 
of a stock or specially immunized type, blood trans- 
fusions (particularly in the cases of children), and 
the use of tin or manganese in colloidal form. 

Maypury stated that a local osteomyelitis is a 
manifestation of a generalized septicaemia, but ad- 
vised expectant treatment in the milder cases. 
Davis and MitcHELL advocated subperiosteal resec- 
tion of the bone in severe infections and cited statis- 
lcs proving that this procedure has a lower mortal- 
ity than that of less radical treatment and gives 
better end-results. Cuesrer C. Guy, M.D. 


Mueller, W.: Experimental Studies on Erosion of 
the Articular Cartilage from Pressure and Its 
Relation to Arthritis Deformans (Experiment- 
elle Untersuchungen ueber Druckusuren am Gelenk- 
knorpel und ihre Beziehungen zur Arthritis defor- 
mans). Beitr. s. klin. Chir., 1924, Cxxxi, 642. 


The task which Mueller set himself in these experi- 


mental studies was to determine how far natural 
Pressure is able to produce defects in healthy carti- 
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lage and how nearly these lesions correspond to the 
changes occurring under the influence of physio- 
logical pressure when the resistance of the articular 
cartilage is diminished. He obtained the continuous 
pressure by keeping a portion of the articular cap- 
sule or a tendon passing over the head of the joint 
tightly stretched for a considerable period of time. 

From the three experiments reported Mueller con- 
cludes that it is possible, in the manner described, 
to produce with a fair degree of certainty erosions 
and defects of the articular cartilage on the unin- 
jured and unopened joint. The degree of injury to 
the cartilage is dependent upon the degree of pres- 
sure. From the histological findings it is evident that 
the defects in the cartilaginous covering of the joint 
at the sites of continuous pressure are characterized 
by gradual disappearance of hyaline cartilage. Ulti- 
mately the bone remains covered only by a thin 
layer of fibrous connective tissue. There is no loss of 
bone, but there is a slight increase in the thickness of 
the bony cortex as compared with sections of the 
neighboring cortex. 

After comparing the results obtained in these ex- 
periments with similar and contradictory findings in 
the literature, the author discusses the practical im- 
portance of such pressure injuries of the cartilage 
and considers the subject of defects of the cartilage 
in relation to arthritis deformans. From his experi- 
ments he draws the conclusion that when joints are 
placed at rest following even very pronounced in- 
juries to the cartilage, arthritis deformans will not 
develop. STEGEMANN (Z). 


Phemister, D. B.: The Effect of Pressure on Articu- 
lar Surfaces. Ann. Surg., 1924, Ixxx, 481. 


This article is based on a laboratory study of the 
cartilage and bone of the large joints. 

In acute pyogenic arthritis contact, and pressure 
usually aid in the destruction of cartilage. In tuber- 
culous arthritis the articular cartilage is usually pre- 
served longest at the points of contact and the first 
evidence of destruction is found over the free sur- 
faces. 

In acute septic arthritis the cartilage is usually 
destroyed by the digestive action of ferments. This 
occurs earliest at the weight-bearing areas. The 
bone also is destroyed most at the weight-bearing 
part. In one case of extensive osteomyelitis of the 
tibia the entire cartilage at the upper end of the 
bone was destroyed and that of the articular sur- 
faces of the femur and astragalus were destroyed 
only at weight-bearing areas, i.e., the points of 
contact with the opposite articular surface. In such 
cases of cartilage destruction the area destroyed is 
repaired by overgrowth of granulation tissue from 
the underlying bone. The granulations change into 
fibrocartilage and may ossify in their deeper por- 
tions. However, if the bone of the articular surface 
is also broken down, it is extremely difficult to pre- 
vent bony ankylosis. 

In tuberculous arthritis the inflammatory re- 
action is not severe enough to kill the cartilage. The 
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disease begins either in the bone or in the synovia 
and the cartilage is destroyed secondarily by the 
growth of tuberculous granulations. The cartilage 
is attacked first at its margins and free surfaces, the 
regions of contact being protected. Ultimately the 
weight-bearing areas of cartilage are undermined 
and loosened by granulations of fibroblastic character. 

These non-tuberculous granulations may be the 
result rather than the cause of the loosening of the 
cartilage, since the cartilage may become necrotic 
in the later stages of the disease and the granula- 
tions then come in to envelop it as in the case of a 
foreign body. In the roentgenogram, preservation of 
the normal width of cartilage space between the 
bony surfaces suggests tuberculosis, while narrowing 
of the interarticular space indicates a pyogenic in- 
fection. Dead cartilage may persist for years in a 
tuberculous joint because the tubercle bacillus does 
not produce proteolytic ferments to absorb it. 
Pieces of cartilage immersed in the aspirated con- 
tents of cold abscesses and incubated at 55 degrees 
C. remained intact for several days. 

The bone also is invaded by granulations which 
cause pits and grooves in its surface. The damaging 
influence of pressure predisposes to this invasion. 
Dead bone is not absorbed but is sequestrated. 
Both sides of the joint are usually affected alike. 
When, at the points of pressure, there is a seques- 
trum on one side, there is almost always a seques- 
trum opposing it on the other surface. The author 
calls these ‘‘kissing sequestra.”” The X-ray shows 
that they develop simultaneously, each presenting 
the same degree of density and destruction. 

These observations have a direct bearing on treat- 
ment. In pyogenic infection the surfaces should be 
kept separated by extension and the joint mobilized 
to prevent long-continued contact of opposing sur- 
faces. 

Wilms advocated weight-bearing to improve 
drainage but did not take into account the fact that 
greater cartilage destruction occurs with the pres- 
sure from weight-bearing. In general, mobilization 
should be begun only after the acute peak of the in- 
fection has passed. Free incision is necessary, but 
drains should be inserted only in deep joints. 

In tuberculous arthritis, extension is theoretically 
not indicated because it separates the cartilage sur- 
faces and permits invasion of the tuberculous granu- 
loma. Lorenz and others claim improved results 
from immobilization and weight-bearing, but when 
once the cartilage has been destroyed, extension 
should lessen the tendency to erosion and seques- 
tration of the bone. Witttam A. Crark, M.D. 


Feil, A., Roland, J.,and Vanbockstael: Men With- 
out Necks: Numerical Reduction and Sinking 
of the Cervical Vertebrz (Les hommes sans cou; 
considérations sur la réduction numérique et le tas- 
sement des vertébres cervicales). Rev. d’orthop., 
1924, Xxxi, 281. 


The malformation designated as numerical reduc- 
tion of the cervical vertebre, the man without a 
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neck, or the syndrome of Klippel-Feil, is not rare. 
About thirty cases have been reported. 

The condition is characterized anatomically by: 
(1) atrophy, sinking, and reduction of the cervical 
vertebre, which are fused together either partially 
or totally (occasionally hemivertebre occur); (2) the 
constant presence in typical cases of cervical spina 
bifida; and (3) thoracic elevation to form a more or 
less well-developed cervical thorax. 

The clinical characteristics are: (1) implantation 
of the head directly on the trunk; (2) a low growth of 
hair extending toward the shoulders and the upper 
part of the back and terminating either horizontally 
or, more often, triangularly with the apex on a level 
with the first dorsal vertebra; and (3) mechanical 
limitation of the head movements on the trunk which 
is more marked in the lateral than in the antero- 
posterior direction. In addition to these essential 
characteristics there may be a scoliosis or a high 
kyphoscoliosis, rounding of the back due to the 
absence of the cervical curvature, elevation of the 
scapule, a low position of the mammary areolz, dis- 
proportion in the length of the limbs as compared 
with the trunk, and great difficulty in separating the 
jaws. Pain and nervous disturbances are absent. 

The abnormality is a congenital malformation 
dating from the first months of intra-uterine life. 
It is probable that an infection occurring after birth 
localizes in the malformation already formed and by 
irritating the cervical spinal nerves, causes an 
aggravation of the bony lesion. Guillain suggests as 
a cause an infectious spondylitis of early infancy. 

The condition is most often confused with sub- 
occipital Pott’s disease or torticollis. The diagnosis 
is suggested by the clinical syndrome, but depends 
upon the X-ray findings. 

The authors give an abstract of the first case, 
which was reported in 1912, and report in great de- 
tail the case of a woman aged 25 years. 

WALTER C. Burket, M.D. 


Gourdon, J.: The Results of Orthopedic Examina- 
tions of School Children for the Prevention of 
Spinal Curvatures (Les résultats de |inspection 
orthopédiques scolaire pour la préservation des in- 
fants contre les déviations de la colonne vertebral). 
J. de méd. de Bordeaux, 1924, ci, 707. 


Since 1910, in Bordeaux, France, an annual 
orthopedic examination has been made oi the 1,600 
school children to discover the presence of skeletal 
malformations in time for their early treatment. The 
affected children receive from the orthopedic ex- 
aminer a card of detailed notes on their condition, 
which is to be taken by their parents to their family 
physician. Of the numerous conditions found in this 
examination, Gourdon discusses only scoliosis, often 
called the “scoliosis of adolescence” or ‘student 
scoliosis.” This is the most common deformity. | 

Gauillaume gives the incidence of scoliosis 
school children as 29 per cent; King, as 25 per cent, 
Combes, as 24 per cent; and Hagemann, «5 20 pe 
cent. Inthe school inspection for rgr1 at Bordeaux, 
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Gourdon found this condition in 22 per cent of the 
children. Most of those so affected were between 
the ages of 8 and 16 years. The most characteristic 
deformities were found at the age of 12 years. Girls 
were aflected eight times as frequently as boys. 

With regard to the cause of scoliosis, Gourdon 
states that the writing posture is too transitory to be 
a factor. In experiments on dogs, Bohm found that 
scoliosis did not result when the animals were fas- 
tened in lateral flexion for eight hours a day for 
many months. 

Two important elements in the production of 
scoliosis are: (1) rapid growth of the spine between 
the ages of 11 and 16 years with poor calcification of 
the vertebral bodies and weakness of the ligaments 
and back muscles; and (2) disturbances of the en- 
docrine glands, especially the thyroid and genital 
glands, which increase the slowness of calcification 
of the vertebra. 

The school inspections frequently reveal insuffi- 
ciency of the genital and thyroid glands in scoliotics 
—in girls, ovarian troubles at puberty causing delay 
in the onset of menstruation, menstrual irregular- 
ity, scantiness of the flow, etc., and in boys, testicu- 
lar troubles such as arrested development, non- 
descent, or simple underdevelopment of the testes. 
More than eight-tenths of the girls show thyroid 
deficiency. 

The rapid vertebral growth and the disturbance 
of calcium metabolism causing vertebral softening 
predispose to effects from prolonged poor posture. 
Gourdon considers two student postures as injuri- 
ous: (1) anterior bending of the trunk, and (2) sit- 
ting on one hip with one knee relaxed. Anterior 
bending, or the kyphotic attitude, relaxes the back 
muscles, restricts respiration, and favors lateral 
ilexion of the spine. Unilateral posture causes lateral 
deviation of the lower spine which bears the weight 
of the upper segments, the shoulder, and the head. 
Around back and unilateral posture produce two 
classical signs of the onset of scoliosis—kyphosis and 
total deviation of the spine usually toward the left. 

Lovett has shown that lateral spinal flexion is 
possible only after a movement of vertebral rotation. 
Deviation of the spinous processes represents the 
second stage of scoliosis. The first stage is indicated 
by a difference in the size of the two sides of the 
thorax and a slightly round back. The X-ray shows 
moderate lowering of the ribs on the enlarged side of 
the thorax, which indicates a slight vertebral rota- 
tion without lateral displacement. 

The examinations of Bordeaux school children 
have made possible the discovery of vertebral devia- 
tions either in the prescoliotic period or at the onset 
of their evolution. Asa result, the number of serious 
cases decreased from 22 per cent in 1911 to 4 per 
cent in 1922. In 1911, 74 per cent were of the first 
degree and 26 per cent of the second and third de- 
grees. In 1922 a prescoliotic condition was found in 
42 per cent of the children, scoliosis of the first degree 
'n 40 per cent, and scoliosis of the second and third 
degrees in 18 per cent. 
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The prescoliotic states and beginning scoliosis, 
when corrected, do not tend to recur. 
Water C. Burkert, M.D. 


Brackett, E. G.: Low Back Strain, with Particular 
Reference to Industrial Accidents. J. Am. M. 
Ass., 1924, Ixxxiii, 1068. 

An important difficulty in cases of back injury 
is the estimation of the value of the symptoms as 
compared with the evidence of injury revealed by 
the examination. The symptoms depend upon the 
character and severity of the accident, but the 
gravity of the injury is determined largely by the 
type of the patient’s spine. In order to differentiate 
cases of true disability from the others, it is neces- 
sary to keep in mind the part that may be played by 
some pathological or abnormal condition which may 
have been present in the spine at the time of the 
accident and previously symptomless. 

In the large number of back injuries that must be 
classed as strains, there is a definite percentage in 
which the immediate symptoms are far more 
prominent than is ordinarily the case and the 
resulting disability is more persistent than the char- 
acter of the violence would suggest. In a large per- 
centage of the cases in this group there was a 
structural anomaly or pathological change in the 
spine at the time of the accident which rendered 
the spine less resistant to violence, even though the 
subject was able to pursue his ordinary occupation. 
The two main conditions of this class are osteo- 
arthritis and congenital or acquired structural 
anomalies. More rare are old tuberculosis and im- 
perfectly healed injuries, malignant disease, and 
arthropathies. The industrial examining physician 
should bear in mind pathological conditions of the 
back, and prevent persons with such conditions from 
doing hard manual labor. Cuester C. Guy, M.D. 
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Brackett, E. G.: The Treatment of Bone and Joint 
Tuberculosis. J. Bone & Joint Surg., 1924, vi, 832. 


In the treatment of tuberculosis of the joints the 
first object is to relieve the acute symptoms and 
cause the disease to become quiescent; the second, 
to determine what is the best result to be obtained 
by the treatment. The methods employed are not 
as important as the manner in which they are applied 
in the particular case. Therefore an understanding 
of the principles of the various agencies is essential. 
For example, the treatment and end-results depend 
upon whether the disease is primarily synovial or 
whether it has caused articular destruction. 

When it is impossible to obtain both safe motion 
and weight-bearing, it is best to preserve the func- 
tion which will make the limb most useful, i-e., 
weight-bearing. The true cure of joint tuberculosis 
of the destructive type is bony ankylosis, and the 
sooner this can be obtained the better. Evidence of 
the progress of ankylosis can be obtained best by 
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means of the X-ray. The X-ray will show the 
approximation of cancellous surfaces, new bone 
formation, and cartilage remnants and sequestra 
impeding union. If the position of the limb is un- 
satisfactory it may be corrected later. 

Operative interference is indicated in the cases of 
adults if it will hasten the return to active life, and 
in the cases of children if the patient’s economic 
status will not allow more conservative treatment. 
It must be borne in mind, however, that conserva- 
tive treatment in the cases of children may jeopard- 
ize the epiphyseal junction and that as a result there 
may be greater interference with growth than if an 
operation is performed. Cuester C. Guy, M.D. 


Swett, P. P.: Synovectomy in Chronic Infectious 
Arthritis. J. Bone & Joint Surg., 1924, vi, 800. 


Synovectomy is limited to the infectious type of 
arthritis (Goldthwait classification) in which the 
synovia is the primary site of the disease and the 
bone is affected secondarily, atrophy occurs only 
from disuse, and motion is limited by muscle spasm. 
The roentgenogram shows capsular thickening and 
distention but no primary bone changes. 

The best cases for synovectomy are those in which 
the active process has been arrested by conservative 
treatment but effusion and coarse crepitation persist 
without much loss of motion. Counter-indications 
are old age, general debility, marked joint deformity, 
and fibrous ankylosis. 

The operation consists in opening the joint at the 
point of greatest effusion and dissecting out all of the 
synovia down to what appears to be healthy tissue. 
In the knee the split-patella incision is best. The 
joint is closed without drainage. No fixation is 
necessary. After two weeks baking and light massage 
are begun and full function is encouraged as rapidly 
as pain and spasm permit. 

The author was led to try this operation because 
of: (1) the possibility of improving function me- 
chanically by removing the exudate, (2) the hope of 
removing secondary foci of infection, (3) the theory 
that resumption of general activity and improve- 
ment in metabolism would aid in curing the disease. 

To date the author has done synovectomy on one 
wrist, three elbows, and twenty-six knees. There 
have been no complications. In seventeen patients 
there was prompt return of motion without discom- 
fort. In two cases the joint operated upon has re- 
mained freely movable and painless. 

A. CLark, M.D. 


Allenbach, E.: Conservative Treatment in Articu- 
lar Tuberculosis (Intervention conservatrice dans 
la tuberculose articulaire). Rev. d’orthop., 1924, 
330. 


To show that in certain particularly favorable 
cases it is possible, by early operation, to save a 
joint threatened with tuberculosis or even slightly 
affected by it, the author reports the following case: 

The patient was a 3-year-old boy who, for four 
months, refused to stand on his left leg because of 
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pain. His grandmother had died of tuberculosis ay) 
his mother and two brothers were affected with th, 
disease. He was pale and poorly nourished, and ha; 
little appetite. There was an evening temperatyr, 
of more than 38 degrees C. Movement of the lei; 
hip was painful and limited in all directions, Thy 
leg was in slight abduction and showed marke 
muscular atrophy. X-ray examination of the hip 
revealed a normal articular surface and a norm; 
center of ossification in the femoral head, but in the 
great trochanter and the distal third of the neck oj 
the femur was a sharply outlined focus with , 
sequestrum. There was no connection between this 
focus and the hip joint. 

Because of the distinct limitation of the focus ani 
the presence of the sequestrum, operation was per. 
formed. The sequestrum, fungosities, and exud. 
tive material were removed and the cavity walls 
carefully curetted. The cavity was then filled with 
5 c.cm. of iodoform-oil, the wound completely 
closed, and the hip placed in a cast with the leg in 
slight abduction 

After the operation intensive heliotherapy was 
instituted. The wound healed by primary intention, 
the temperature dropped to normal, and the appe- 
tite returned. Seven months after the operation the 
general condition was excellent, the movements o/ 
the hip were much less limited, and there was little 
pain. 

Allenbach emphasizes the value of the X-ray in 
the diagnosis and the importance of intervention 
before the focus perforates the articulation. 

Watter C. Burket, M.D. 


Michel, L.: The Use of the Tourniquet Apparatus 
in the Correction of Volkmann's Ischemic 
Contracture (L’utilisation des appareils touri- 
quet dans le redressement des rétractions isché- 
miques de Volkmann). Rev. d’orthop., 1924, xx. 
349. 


Martin’s apparatus for the correction of contrac- 
tures by elastic traction, if used long enough, results 
in the restoration of function, but as it lacks fixation 
stability, exact degrees of traction cannot be main- 
tained with it. 

Mommsen’s tourniquet method suppresses all 
movement in the involved articulations except that 
produced artificially for the correction desired and 
applies a correcting force always proportionate to 
the resistance; that is, sufficient to overcome the 
resistance but not sufficient to excite defensive mus 
cular spasm which is evidenced by pain. The secont 
principle eliminates traction by weights and elastic 
bands because the equilibrium at first established 
between the resistance and the traction fails when 
the resistance is lessened following the relaxation 0! 
fatigue. Thereupon the traction becomes unendut- 
able. To prevent this loss of balance by the use 0! 
insufficient force at first is inefficient. ‘The equilib- 
rium may be maintained best by means 
action. The amount of traction may be estimated 
by the degree of screw rotation or torsion. Miche! 
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obtains screw action by twisting laces with one end 
fixed. 
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ind had Mommsen applies his method to severe articular 
erature contractures by means of ingenious but complicated 
the leit and cumbersome apparatus. Michel has used sev- 
s. The Mf eral models for diverse vicious postures of the hip, 
marke! fF knee, and foot, but in this article reports in detail 


the hip HH two cases of Volkmann’s ischemic contracture in 


norma! {| which excellent results were obtained with the 
t in the fH tourniquet method. In these two cases a plaster 
neck of fH cast was applied about the elbow, forearm, wrist, 


and hand, with the elbow in go degrees of flexion and 
the wrist extended. In the sides of the cast were 
fixed the ends of a wire hoop which circumscribed 
the hand at a sufficient distance to permit traction 
on the fingers. Traction strips were fastened to the 
fingers by adhesive plaster. The tension on the 
fingers was changed daily. 

Three forms of traction were used. At first a 
uniform force was exerted by means of a small wood- 
en roller placed under all of the contracted fingers. 
The ends of the roller were held by tourniquet trac- 
tion straps. When the extension reached go degrees, 
traction was exerted on each finger separately by 
means of loops of adhesive plaster and tourniquet 
traction straps. Finally, with an obtuse extension 
angle, individual finger traction was applied per- 
pendicularly to the finger axis by means of loops of 
adhesive tape. Occasionally traction at several 
places and in opposite directions on the same finger 
was necessary. This counter-traction method has 
often given complete extension in three or four days. 

The duration of the treatment varies with the de- 

gree of the contraction. Michel’s two cases required 
three weeks. This is probably a maximum length 
of time. The correction, when sufficient, was main- 
tained artificially for a while. Excoriations at the 
point of traction were avoided by changing the 
location of the adhesive plaster. Cyanosis or ane- 
mia necessitate a decrease in the tension of the 
tourniquet. In the cases reported a mild oedema 
resulted from the passive congestion after about the 
tenth day and seemed to aid in breaking down the 
fibrous contractures. 
_After correction or in the interval during a frac- 
tional reduction the tourniquet apparatus was re- 
placed by a removable moulded celluloid splint 
applied to the palmar surface of the hand and fore- 
am. The part was held in extension by an elastic 
band. The splint was removed twice daily for 
physiotherapy consisting in warm baths, massage, 
and active and passive movements. Gradually the 
limb was freed and exercised. 

If the result is incomplete or the contracture 
recurs, the tourniquet may be re-applied. 
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While the injured hand is healing the wrist should 
be in dorsiflexion, the fingers should be partially 
ilexed, and the thumb should oppose the fingers. 
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Joints must be mobilized before tendons are re- 
paired. 

After severe traumatism or infection of the hand 
there is considerable loss of the ability to flex the 
fingers. Palmar infections are usually followed by 
stiffening of the metacarpophalangeal joints in ex- 
tension and flexion of the two distal joints. 

Stiffened finger joints may be mobilized by slow, 
steady, and mild traction. This should be inter- 
rupted for short intervals several times a day in 
order that the joints may be exercised and the hand 
bathed in hot water. To mobilize the metacarpo- 
phalangeal joints the author applies to the back of 
the hand a padded metal splint which is bent at the 
knuckles to press the fingers and wrist palmarward 
while a crossbar under the heads of the metacarpals 
draws these joints backward. The joints are then 
flexed by means of an encircling web belt with a 
buckle which is tightened. After about a week the 
joints are further flexed by means of a kid glove, the 
fingers being drawn into flexion by strings from each 
finger tip that are fastened to a cleat at the wrist. 
To flex the distal finger joints a narrow web belt 
encircling the proximal and distal finger segments 
is applied and tightened gradually. 

To produce extension of extremely flexed fingers 
the finger tips are first drawn out by tape loops from 
a distal metal loop and then further extended by the 
use of small gutter metal splints on their volar sur- 
faces. The final straightening is obtained by means 
of the safety-pin splint consisting of two rods with 
two ribbon crosspieces of metal soldered to them. 
The safety-pin splint is placed on the volar surface 
and the finger fastened to it by a web belt. 

When the movement of a joint is limited by ad- 
herent tendons or by scar contractures, excision of 
the tendons or contracted tissue must be done first. 
Good results are obtained by complete excision of 
deep and superficial scar tissue followed by the graft- 
ing of tubular skin grafts from the side of the chest. 
Two parallel skin incisions are made in the side of 
the chest and the ribbon of skin is lifted up and 
sutured into a tube with the epidermis on the out- 
side, the pedicle at either end being left attached 
to the chest. The surrounding skin is then under- 
mined and sutured together under the pedicle. 
After two weeks one end of the graft is severed, the 
finger is prepared, and the tube is opened enough to 
cover the denuded area on the finger and sutured in 
place. The hand is then fixed to the side of the chest 
with adhesive so that tension on the pedicle is pre- 
vented. After two weeks the hand is freed by sever- 
ing the pedicle, the ends of the graft are trimmed, 
and the rest of the pedicle is sutured in place on the 
finger. 

In cases of very superficial scar-contractures a 
Thiersch graft may be used. 

In operations on the hand the nerves in the palm 
and the volar nerves should not be severed because 
their destruction affects the skin and deeper struc- 
tures. If the nerves to the finger are cut, surgical 
repair of tendons should be delayed until nerve re- 
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generation takes place. The author sutured nerves 
in the palm fifty-four times with gratifying success 
in every instance. Sensation to cotton and pin- 
pricks usually returns throughout the fingers in five 
months. In some cases grafting from the sural 
nerve in the leg has been done. While nerve regen- 
eration is taking place the muscles involved must be 
relaxed. 

For cases in which opposition of the thumb can- 
not be obtained by nerve suture and those in which 
the thenar muscles have been destroyed the author 
has devised several operations by which function 
can be regained. These are transference of the pal- 
maris longus tendon and its prolongation of palmar 
fascia to the outer side of the distal ends of the 
metacarpal of the thumb combined with transfer- 
ence of the sublimis tendon of the ring finger to a 
new insertion on the outer side of the thumb meta- 
carpal. In later cases the sublimis tendon is run 
through a pulley of fascia near the pisiform bone. 

In cases of finger, thumb, and wrist-drop due to 
musculospiral paralysis, extension may be obtained 
by bringing some of the flexor tendons around the 
forearm and attaching them to extensor tendons. 

After amputation of a finger voluntary flexion of 
the other fingers is occasionally prevented because 
the flexor tendon to the injured finger is fastened 
there and cannot be pulled. Full flexion may be 
restored to the other fingers by severing the one 
tendon. 

Dissection of the hand is so dangerous and delicate 
that the operative field must be rendered blood-free 
by the use of a tourniquet. The tourniquet must not 
be kept on too long at any one time. It is better 
tu perform several operations at different times 
than to maintain ischemia too long at any one 
period. 

Several pictures of splints, pedicles, hands, and 
scars are included in the article. 

FrANK G. Murpny, M.D. 


Pugh, G., McMurray, T. P., Elmslie, R. C., and 
Others: Discussion on the Treatment and 
Functional Results of Tuberculous Disease of 
the Hip Joint. Proc. Roy. Soc. Med., Lond., 1924, 
xvii, Sect. Orthop., 44. 


PuGH emphasizes the importance of open-air life 
and heliotherapy in the very early stages of tubercu- 
losis of the hip. The treatment should be begun 
whenever pain and limitation of movement persist 
after rest in bed for four weeks. Genu recurvatum 
can be prevented by keeping the knees slightly bent 
throughout recumbency, and genu valgum prevent- 
ed by making weight extension in the line of the 
femur. The best position for ankylosis of the hip is 
in 35 degrees of flexion. Adduction deformities can 
be treated by tenotomy of the adductors or osteot- 
omy, depending upon whether the hip is movable or 
ankylosed. Abscesses should be treated by aspira- 
tion or by incision, removal of their contents, and 
primary suture. The injection of resolving fluids is 
useless. 


In the active stage of tuberculosis of the hip in 
children, weight extension by mole-skin strapping 
and immobilization are indicated. If a plaster pic, 
is applied it should be cut away anteriorly to alloy 
for heliotherapy. A perineal band for the opposite 
groin is also advisable. As the disease becomes 
quiescent, as shown by the X-ray and a decrease jy 
the muscle spasm, the extension may be gradually 
reduced. When it is finally omitted active motio 
may be allowed. This stage should be made as long 
as possible and the position of the limb frequently 
observed. A short light spica should be worn, anj 
crutches and a patten used when walking is attempt. 
ed. The possibility of a flexion deformity must }e 
kept in mind for a considerable period of time. 

McMurray recommended immobilization {or 
from fifteen to twenty-four months and recumbency 
for six months after all pain has ceased. He uses 4 
frame for fixation. He regards aspiration as seldom 
necessary if abscesses are treated by fixation, and 
operation as never justified in uncomplicated cases. 
In adults, bony ankylosis is the most desirable 
result; complete function never returns. 

urged earlier diagnosis, and recom- 
mended arthrodesis on tuberculous hips of adoles- 
cents and young adults with fibrous ankylosis and 
very little movement. 

GAUVAIN stated that the lower leg should be 
mobilized during treatment so that atrophy of the 
tibial tubercle can be prevented by exercise of the 
quadriceps extensor muscle. He advocated immo- 
bilization with extension and no treatment of ab- 
scesses unless rupture threatens. He believes that 
complete functional recovery may occur following 
definitely proved tuberculosis of the hip. 

Cuester C. Guy, M.D. 


Mauclaire: Osteoplasties and Arthroplasties Com- 
bined with Tendon Transplantation in the 
Treatment of Hallux Valgus  (Ostéoplasties, 
arthroplasties et transplantations tendineuses com- 
binées pour traiter Vhallux valgus). Rev. d’orthop.. 
1924, XXXi, 305. 


The treatment of hallux valgus by resection of the 
head of the first metatarsal produces some flattening 
of the plantar arch, adds to any flat-foot already 
present, and may leave a painful foot. Cuneiform 
osteotomy (the Reverdin operation) on the neck o! 
the first metatarsal results in a painful weight 
bearing foot in spite of a thirty-day postoperative 
rest. 

In 1910 Mauclaire reported the method of com- 
bined oblique resection from behind forward of the 
head of the first metatarsal and the first phalanx 
(Fig. 1). The healthy part of the metatarsal cartl- 
lage was conserved and the two oblique suriaces were 
united. The length of the big toe became the same 
as that of the first toe and the tendon o/ the ex 
tensor proprius pollicis pedis became relaxed. The 
results were good except that the great toe formed « 
rigid shaft in spite of the increased interphalangeal 
movement and there was slight discomfort in walking 
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Fig. 3. 


Fig. 1. Fig. 2. 

Fig. 1. First procedure. Oblique resection of the meta- 
tarsal head and of the first phalanx. 

Fig. 2. Second procedure. Ablation of the exostosis, 
tenotomy of the extensor proprius pollicis pedis, and resec- 
tion of the posterior end of the first phalanx. 

Fig. 3. Third procedure. Ablation of exostosis; osteo- 
chondral detachment of the posterior end of the phalanx; 
partial resection of the body of the phalanx; transverse 
tenotomy on the tendon of the extensor proprius pollicis 
pedis; detachment of the internal plantar fascia, the 
oblique, and the transverse abductors; and transplanta- 
tion of the tendon of the extensor proprius pollicis pedis, 
and of the internal plantar fascia obliquely across the 
metatarsal head. 


When oblique osteotomy is done according to the 
technique of Loison-Balacescu and Juvara, the con- 
solidated fracture remains somewhat painful even 
after a thirty-day postoperative period of rest. The 
fan-shaped deviation and the rotation of the first 
metatarsal may be corrected by tendon trans- 
plantation. 

In mild cases of hallux valgus in which the great 


toe and metatarsal deviation is slight, the exostosis ° 


is the principal lesion. Ablation of the exostosis and 
tenotomy of the tendon of the extensor proprius 
pollicis pedis are all that is necessary. 

For moderately severe cases, with deviation, 
exostosis, separation of the first from the second 
metatarsal head, and internal rotation, the author 
has devised a new procedure (Fig. 2). He removes 
the exostosis, cuts the tendon of the extensor pro- 
pus pollicis pedis, and resects the proximal half 
of the first phalanx. In eight operations on four 
patients the results were excellent. Deviation has 
not recurred. Good mobility of the great toe was 
obtained in spite of the absence of phalangeal carti- 
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lage or interposed fat. Roentgen-ray examination 
showed a nearthrosis resulting from early mobili- 
zation. 

In severe cases in which the great toe deviates 
almost to a right angle and there is marked fan- 
shaped separation of the head with accentuated 
internal rotation, the author employs his third 
method (Fig. 3). He removes the exostosis; per- 
forms a partial subperiosteal diaphyseal resection of 
the first phalanx, maintaining the fragments in 
apposition by catgut; fixes the phalangeal cartilage; 
cuts the tendon of the extensor proprius pollicis 
pedis; detaches the insertion of the internal plantar 
fascia, the abductor oblique, and the transverse 
abductor; and transplants the tendon of the extensor 
proprius pollicis pedis and the internal plantar fascia 
through an oblique tunnel from the internal to the 
external side of the metatarsal head and attaches 
them to the periosteum of the phalanx. The tendon 
in the bony canal conserves its histological charac- 
ter without calcification and the insertion fuses with 
the periosteum. 

Mauclaire has used his third method four times 
with good. results. The X-ray shows the lower 
cartilaginous end of the first phalanx in good posi- 
tion and well united to the phalangeal diaphysis. 
The procedure is complex because the lesions are 
complex; there are bony and articular lesions, 
multiple tendon contractures, and marked internal 
rotation of the first metatarsal. 

Watter C. Burket, M.D. 


Galland, W. I.: Subcutaneous Tenotomy of the 
Tendon of Achilles. Am. J. Surg., 1924, xxxviii, 
213. 

The vast majority of tenotomies on the tendon of 
Achilles are followed by healing with firm union, 
but there are cases in which the functional results 
are not entirely satisfactory. Many poor results 
are due to weakness of the gastrocnemius-soleus 
group, but in some cases the method employed in 
dividing the tendon is responsible. In spastic cases 
the proximal fragment of the tendon may retract 5 
or 6 cm. with resultant non-union causing a cal- 
caneus deformity which is more disabling than the 
initial equinus. 

The author describes the oblique subcutaneous 
tenotomy which is indicated in all cases of equinus 
without an underlying spastic condition and in other 
non-spastic cases of moderate degree in which the 
lengthening required will not exceed Calot’s arbi- 
trary limits of 1 cm. in a child and 2% cm. in an 
adult. 

The tenotome used has a thin, narrow, sharp- 
pointed blade carried on a slender shank attached to 
a stout handle that affords a good grip. With the 
usual precautions for asepsis and with the patient 
in very light narcosis, the tenotome is plunged 
through the skin about 1 cm. above the attachment 
of the tendon to the calcaneus. The site of the 
insertion should be on the inner aspect of the ten- 
don, when there is a varus deformity, and external 
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to the tendon when there is a valgus deformity. 
The apex of the lower fragment will be on the side 
opposite that on which the tenotome blade enters. 
As the blade is directed obliquely, the operator 
raises the overlying skin with the thumb and fore- 
finger of the free hand. The entire shank is intro- 
duced and then the sharp edge of the tenotome is 
directed toward the tendon which is made tense by 
pressing upward on the forefoot. As the foot is 
brought to a right angle with the leg the fragments 
slide past each other and come to rest with contact 
at the apices. The line of traction of the resultant 
united tendon is therefore somewhat shifted to one 
side or the other, depending upon which side of the 
lower fragment the apex is situated. 

In the subcutaneous plastic lengthening operation, 
two tenotomes of the type described are used. One 
is introduced under the skin about 5 cm. above the 
calcaneus and directed straight downward to with- 
in about 1 cm. from the attachment of the tendon to 
the calcaneus. The cutting edge is then turned 
toward the tendon and plunged into its midline. 
While the assistant holds this tenotome in place, the 
other is introduced from the lateral aspect and 
about 114 cm. above the calcaneus a hemisection 
of the tendon is made with the blade of the first 
tenotome as a guide. With the first tenotome a mid- 
line incision is then made through the tendon up- 
ward to the level of its wound of entrance and while 
this tenotome is held in place the second is intro- 
duced in the midline about 5 cm. above the wound 
of entrance of the first, and its blade directed sub- 
cutaneously downward until it establishes contact 
with the blade of the first knife. The second teno- 
tome is then plunged into the tendon and the mid- 
line cut is continued upward along the tendon to 
the desired extent. Usually a distance of 8 cm. is 
sufficient. When the top of the longitudinal incision 
is reached, the tenotome is held in place, another 
tenotome is inserted from the median aspect to 
make contact with the longitudinal blade, and 
another hemisection is done to complete the Z- 
shaped tenotomy. The foot is then placed in plaster 
at right angles for from eight to ten weeks. 

Dantet H. Levintuar, M.D. 


FRACTURES AND DISLOCATIONS 


Thomson, J. E. M.: Direct Leverage in the Reduc- 
tion of Certain Fractures. Surg., Gynec. & Obst., 
1924, XXXix, 350. 


The author states that in cases of fracture in 
which reduction by manual manipulation is very 
difficult or impossible, reduction can usually be 
accomplished by direct leverage. The technique is 
as follows: 

After preparation of the field, the patient is 
anesthetized and the extremity is placed under a 
fluoroscope. A small stab wound is then made over 
the fracture fragments at the most convenient 
position for the application of leverage. The lever, 
usually a small pointed instrument, is inserted into 
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the wound, the lights are dimmed, and under the 
guidance of the fluoroscope screen the lever is passed 
between the ends of the fragments, its end being 
inserted into the medullary portion of the under. 
fragment. By manipulation of the lever the ends 
can then be brought into perfect alignment and 
apposition. Dressings are applied and the lever js 
held in the position maintaining apposition of the 
fragments by means of a plaster cast. After about 
ten days, by which time sufficient callus has formed, 
an opening is made in the cast and the lever is 
pulled out. 

The author reports four cases in which this tech- 
nique was used. Case 1 was a fracture of the radius; 
Case 2, a fracture of both bones of the forearm: 
Case 3, a fracture of the femur in a child; and Case 4 
a fracture of the femur in a man. In all of these 
cases a perfect result was obtained. 

Frank G. Murpny, M.D. 


Schinz, H. R.: Posterior Luxation of the Shoulder 
(Die Schulterluxation nach hinten). Deutsche 
Ztschr. f. Chir., 1924, clxxxiv, 1. 


Posterior luxation of the humerus is not as un- 
common as is generally believed. Under normal 
conditions luxation is checked by the musculature. 
If luxation is caused by an abnormal demand upon 
the musculature, there is also, practically always, a 
rupture in the field of the internal and external 
rotators, usually with tearing off of the tubercles. 
The tear in the capsule may be anterior or posterior. 
Posterior luxation of the shoulder occurs as the 
result of force applied from in front, such as that 
caused by a fall on the outstretched hand or forced 
movements of the muscles. 

The luxated head projects up in back. This is 
more marked in infraspinatus luxation than in sub- 
acromial luxation. From the anterior aspect the 
contour of the shoulder shows a marked depression. 
The arm is somewhat abducted, anteverted, and 
rotated inwardly. The X-ray shows a gap between 
the socket and the head. Inward rotation of the 
head may be very marked. When there is an asso- 
ciated fracture the diagnosis is difficult. In the 
differential diagnosis the condition must be dis- 
tinguished from simple contusion and distortion of 
the isolated supraspinatus tendon and the rhom- 
boideus minor muscle, from periarthritis calcificans, 
from absolute dislocation of the shoulder, and from 
fracture. 

The treatment consists in reduction effected, if 
necessary, under narcosis. The anatomical proce- 
dure of Rocher is recommended—in the subacromial 
form, inward rotation and traction; in the infra- 
spinatus form, chiefly abduction and then traction. 
Reduction should be followed by rest in bed. When 
non-operative reduction is impossible, operative 
reduction, resection, or mechanotherapeutic meas- 
ures for the production of a nearthrosis must be con- 
sidered. For cases with stiffness of the joint or 
limitation of motion, partial resection of the clavicle 
is recommended. Koenic (Z). 
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SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


Jean and Mouchet: Fractures of the Pisiform 
Bone (Fractures du pisiforme). Bull. et mém. Soc. 
nat. de chir., 1924, 1, 672. 


Two cases of fracture of the pisiform bone are 
reported. One was an isolated fracture, but the 
other was associated with the usual fracture of the 
lower end of the radius and fracture of the styloid 
process of the ulna. 

On the basis of clinical observations it appears to 
the authors that fracture of the pisiform bone may 
be produced by two mechanisms. The bone may be 
crushed by direct force in a fall on the hypothenar 
eminence with the hand in extension or it may be 
torn apart by indirect force through the action of 
the flexor carpi ulnaris or the medial ulnocarpal 
ligament. ALBERT F. DEGroat, M.D. 


ORTHOPEDICS IN GENERAL 


Dowden, J. W.: The Principle of Active Movement 

in Relation to Injury and Disease. Edinburgh 

M. J., 1924, n. s. xxxi, Tr. Med.-Chir. Soc. Edin- 
burgh, 217. 

Two or three weeks of immobilization of an ex- 

tremity because of a fracture causes considerable 

stiffness of the adjacent joints and of the soft struc- 
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tures involved and results in discomfort and loss of 
time because of the limitation of motion. In cases 
of infection with the formation of granulation tissue 
which ultimately causes scar-tissue contraction, the 
consequences are more serious. In cases of infection 
early motion not only promotes early restoration of 
motion, but also favors free drainage. Active mo- 
tion should be begun as soon as possible and in- 
creased progressively. 

In all cases of tendon suture and removal of 
cartilage from the knee joint very gentle active 
motion should be begun the following day. Early 
active motion should be instituted also following 
the incision of varicose veins and in cases of sup- 
purating joints. 

In the discussion of this paper CATHCART stated 
that he has employed early motion with gratifying 
results. He believes that a good physiological result 
after fracture does not depend entirely upon a good 
anatomical result. WATSON warned against too 
early motion of the lower extremity because of the 
possibility of displacing the fragments. SOMERVILLE 
stated that early active motion is indicated in the 
cases of both old and young patients, and cited cases 
of Colles fracture in which function was quickly re- 
stored. Rupotpn S. Reicn, M.D. 
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SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


BLOOD VESSELS 


Dobrovolskaia-Zavadskaia, N.: The Effect of Radio- 
Active Foci on the Blood Vessels (Action des 
foyers radioactifs sur les vaisseaux sanguins). Lyon 
chir., 1924, Xxi, 397. 


The author reports in detail a series of experi- 
ments on rabbits and dogs on the effect of radiation 
on the blood vessels. Gross and microscopic observa- 
tions are described. Various quantities of radio- 
active substances were placed near the vessels by 
aseptic puncture or operation. Tubes or needles of 
platinum containing radium were used; also tubes of 
radium emanations either bare or introduced in 
tubes and needles of platinum which occasionally 
were covered with a thin layer of aluminum and in- 
serted into rubber tubes. The region irradiated, the 
filtration, the dose expressed in millicuries of emana- 
tion, and the duration of the experiments are sum- 
marized in tables. At times the muscles or the 
suprarenal capsule was irradiated in order to observe 
the vessel changes. For example, following a radio- 
active focus in the suprarenal capsule, the aorta at 
the corresponding level was examined. 

The results of the study are summarized as follows: 

1. Vascular congestion is the first sign of irradia- 
tion. The pathological modifications of the radiated 
tissues do not coincide with the course of the vessels, 
but extend in many concentric zones around the 
radio-active focus. Immediately around the radium 
is a zone of necrosis, and beyond this a zone of 
atrophy. Beyond the zone of atrophy, the structures 
are better conserved. : 

2. The character of the vascular lesion depends 
exclusively on the quality of the rays: (a) the 
caustic rays (beta and weak gamma) which are near 
the radio-active centers; (b) the hard gamma rays 
which penetrate to a certain distance. 

3. The caustic rays lead to the disappearance of 
all of the capillaries and to fibrinous necrosis of the 
walls of the large vessels. The latter are usually 
thrombosed near the radio-active foci, but at a great- 
er distance may remain permeable. This effect of 
the caustic rays should be taken into consideration 
in treatment. 

4. The vessels that have ceased to function are 
replaced by connective tissue. Those that have 
maintained their permeability are refilled with migra- 
tory cells and continue to function even though their 
walls show marked histological changes which have 
little tendency to disappear. 

5. The hard gamma rays produce in the acute 
cases an excessive dilatation of the capillaries and the 
small veins, secondary hemorrhages, and vacuoliza- 
tion of the muscle and endothelial cells, eventually 
with desquamation of the latter or swelling to 


obliteration. In chronic cases they cause in addition 
in one part of the vessels a total loss of the encothe- 
lium without coagulation of the blood or with the 
formation of a slight parietal thrombus which does 
not impede the circulation, and, in another part of 
the vessels, a sclerous thickening of the internal 
layer which leads to the occlusion of certain small 
vessels. Also observed are the later stages of de- 
struction of the muscle fibers, viz., abnormal group- 
ing of the chromatin in the nuclei and disintegration 
of the nuclear membrane with definite cytolysis. 
There is penetration of leucocytes into the middle 
layer. 

6. The doses used in the course of radium therapy 
with good filtration cause in the vessels only the 
minimal changes enumerated in Paragraph 5, which 
could pass unperceived clinically. This justifies 
their application in the deeper regions of the body, 
made possible by operation in cases in which radio- 
surgical technique is considered of value. 

7. The danger of infection is due to the intlam- 
matory infiltration which leads to a rapid softening 
of the parts altered by the radiation with the risk of 
secondary hemorrhage and extensive thrombosis. 

Watter C. Burkert, M.D. 


BLOOD; TRANSFUSION 


Renaud, M.: The Arrest of Hemorrhage by Intra- 
venous Injections of Sodium Citrate: The 
Action of Sodium Citrate Introduced into the 
Body in Strong Doses (L’arrét des hémorragies 
par les injections intraveineuses de citrate de soude: 
Vaction du citrate de soude introduit 4 haute dose 
dans l’organisme). Bull. et mém. Soc. méd. d. dp. de 
Par., 1924, 3 S., xlviii, 687. 

By the intravenous injection of large doses of 
sodium citrate, Juge and Renaud have caused the 
almost immediate cessation of hemorrhage second- 
ary to very diverse local lesions. Hamorrhage from 
cancer particularly was influenced by the intrave- 
nous injection of from 10 to 20 c.cm. of a 30-per cent 
solution. Ottenberg obtained good results with this 
treatment in hemophilia. In twenty-one cases of 
cancer of the uterus with continuous and more or less 
severe bleeding the metrorrhagia ceased immediately 
and completely after such injections and there was 
no recurrence of the bleeding up to the time o/ the 
patient’s death. On the other hand, in three cases 
of uterine carcinoma with severe pernicious an«mia 
the injections were without effect. Following a 
single injection in a case of pyloric cancer a melwna 
of two months’ duration disappeared, and in a ‘ase 
of rectal cancer the continuous profuse hemorrhiges 
ceased. Severe bleeding from a pharyngeal cancer 
was permanently stopped by an injection of 15 ¢.m. 
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The action of sodium citrate is entirely different 
in the body from that in vitro. The dose necessary to 
precipitate all of the calcium so that the blood would 
be incoagulable in the blood vessels could not be 
tolerated. Renaud has found no change in the blood 
constituents or the plasma after doses of from 8 to 
10 gm. of sodium citrate. He believes that the im- 
portant factor is the vasomotor action on the capil- 
laries and small vessels, especially at the local site of 
the bleeding in the diseased tissues. This vasomotor 
action may explain the favorable influence of sodium 
citrate in cases of arteritis and in painful paroxysms 
associated with vascular spasm. 

In three cases of tuberculosis Renaud promptly 
and completely stopped the hemoptysis by injec- 
tions of sodium citrate. Watter C. BurKet, M.D. 


Cross, G. K.: Report on Blood Transfusion Work 
Seen in the Hospital for Sick Children, To- 
ronto, Canada. Brit. J. Child. Dis., 1924, xxi, 173. 


This paper is a report of 519 blood transfusions, 
394 of which were simple transfusions and 122 
exsanguination transfusions in which large amounts 
of blood were removed from the patient and cor- 
respondingly large amounts of fresh blood were 
injected. 

The simple transfusions were done: (1) for gross 
hemorrhage and anemias of various kinds, (2) for 
shock, (3) in postoperative conditions as a prophy- 
lactic against shock, (4) for debility, and (5) as a 
pre-operative measure. The results were uniformly 
good in all cases. 

The donor and patient must be of the same blood 
group. The syringe method of direct transfusion 
was used, and liquid paraffin and a gold needle were 
employed to decrease the risk of clotting. Patients 
under 2 years of age were given 15 c.cm. of blood 
per pound of body weight, and older children a 
smaller amount. 

The exsanguination method of transfusion is indi- 
cated in such conditions as erysipelas, other septi- 
cemias, either proved or suspected, and intoxications 
due to burns, cholera infantum, etc. The technique 
consists in withdrawing the entire quantity of blood 
required from the donor, adding 10 c.cm. of a 4 per 


cent sodium citrate solution to every 100, and in- 
jecting it into the superior longitudinal sinus or the 
great saphenous vein. 

The mortality rate in the various forms of septi- 
cemia and intoxication has been markedly reduced, 
and in some cases the results have been brilliant. 

The intraperitoneal injection of citrated blood is 
a special form of simple transfusion which is indi- 
cated in the simple anemias of infants and in lobar 
and bronchopneumonia. The results are no better 
than those of the intravenous method but the tech- 
nique is more simple and similar blood groups are 
not absolutely necessary. 

The best results have been obtained by injecting 
20 c.cm. of citrated blood twice daily for several 
days. There is no tendency toward the formation 
of adhesions. The blood is rapidly absorbed and 
serves to stimulate the blood-forming organ to pro- 
duce and maintain the blood cells at the proper 
level. Cyrit J. Graspet, M.D. 


LYMPH VESSELS AND GLANDS 


Davies-Colley, R.: A Clinical Lecture on Tubercu- 
lous Cervical Glands. Brit. M.J., 1924, ii, 259. 


The author advocates early operation for tubercu- 
losis of the cervical glands. Complete removal of 
the infected tissue is indicated. Operation obviates 
long treatment, the local spread of infection, meta- 
static involvement of distant organs, and general 
tuberculosis. 

In the first stage of infection, all obviously en- 
larged glands must be removed. In the second stage, 
with abscess formation, the abscesses must be evacu- 
ated, the walls of the cavity scraped with a sharp 
spoon, and the skin then closed around a small drain. 
It is obviously best, when possible, to excise the 
entire area of diseased tissue. If the abscess is small 
and the glands are not large or closely adherent to 
the surrounding structures this can usually be done 
without much risk. 

When sinuses have formed and the suppuration 
has reached a chronic stage, the only satisfactory 
course is excision of the entire mass of tuberculous 
tissue. Howarp A. McKnicut, M.D. 
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SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Porzelt, W.: The Use of the Enveloping Soft Parts 
of Function-Obstructing Fingers for the 
Simultaneous Removal of Adjacent Metacar- 
pal Cicatrices (Ueber Verwertung des Weichteil- 
mantels funktionell stoerender Finger zur gleich- 
zeitigen Beseitigung angrenzender Mittelhand- 
narben). Zentralbl. f. Chir., 1924, li, 1343. 


In cases of metacarpal defects the author ampu- 
tates the contracted finger and uses its tube of soft 
parts for plastic purposes. The bone is entirely re- 
moved from its covering of skin and soft parts 
through a longitudinal dorsal incision and the volar 
flap is employed to fill up the excised metacarpal 
scar. The end of skin formed at the base of the 
flap by the suture on both sides must not be trimmed 
as this contains the nutrient vessels for the flap. 

The same procedure can be used also in a reverse 
manner for the removal of volar cicatrices. 

(Z). 


Gallie, W. E., and LeMesurier, A. B.: The Trans- 
plantation of the Fibrous Tissues in the Repair 
of Anatomical Defects. Brit. J. Surg., 1924, xii, 
289. 

Bone transplants die because the bone cells are so 
remotely placed in their lacune that it is impossible 
for lymph to reach them. The cells of fibrous tissue, 
however, lie irregularly scattered. among its fibers 
and readily accessible to the lymph so that trans- 
plants are enabled to survive practically without 
any change. 

This was demonstrated by excising patches of ten- 
don or fascia in rabbits and immediately sewing 
them back again. Section showed survival of the 
patches, at first with inflammatory changes in the 
surrounding tissues and later with complete restora- 
tion. 

Healing of experimental incisions in connective 
tissue structures was found to depend on the tension 
exerted on the suture line, the area of contact, and 
denudation of the areolar tissue. The healing of a 
transplant also depends on the tension at the line 
of contact. Scarifying and overlapping the edges 
adds to the security of the suture. Non-absorbable 
sutures give better results, but are objectionable 
because they tend to cut through, cause irritation, 
and predispose to infection. Living fascial strips 
used as sutures are preferable to patch transplants 
because they do not become absorbed and they lend 
their strength permanently without cutting through 
or causing irritation as do silk or linen. In their use 
the element of chance which attends healing by scar 
tissue is absent. 


In tendon injuries, strips of living tendon have 
been used as sutures to keep the divided ends in 
apposition or to bridge the gap where the ends could 
not be approximated. The results were good for 
even such powerful structures as the ligamentum 
patella, the quadriceps femoris tendon, and the 
tendo achillis. 

The ligamentous injuries, such as those associated 
with recurrent dislocation of the patella, have been 
successfully treated by anchoring the patella to 
the internal condyle with strips of living fascia or 
tendon. 

Ununited fracture of the patella has been cured 
by uniting the fragments vertically with heavy fas- 
cial sutures and closing the capsule transversely with 
finer strips taken from the fascia lata. 

In infantile paralysis of the shoulder in young 
children, the greater tuberosity has been united with 
the acromion to permit elevation of the humerus by 
the trapezius. 

In facial deformities, particularly congenita! 
ptosis of the eyelids, excellent results have been 
obtained with fascia. 

In two cases of visceroptosis, a floating kidney 
was satisfactorily anchored with sutures of fascia or 
aponeurosis. 

In cases of hernia, flap transplants formerly used 
in repairing ventral hernia were found unsatis- 
factory because, although the transplant survived, 
its union with the fascia at the edge of the defect 
was weak and flimsy and yielded under strain. 
Such cases are ideally adapted to the use of living 
fascial sutures. If the margins of the ring can be 
brought together without tension, this should be 
done. If not, the defect may be closed by weaving 
with fascial strips as many rows as necessary to 
meet the strain on the parts. In inguinal hernia. 
especially that of the direct variety, no dependence 
can be placed on the union when muscle or fascial 
layers are sutured to Poupart’s ligament in the cus- 
tomary fashion. The danger of recurrence can be 
largely eliminated by using strips of fascia lata, 
securely anchoring them in the tissues sutured, and 
weaving them back and forth until the defect is 
entirely filled. Femoral hernia also may be treated 
by this method. 

Over 100 herni:e of all types have been repaired 
by the authors by the method described without a 
single recurrence. Leo M. Zimmerman, M.D. 


Gatch, W. D., and Little, W. D.: The Amount of 
Blood Lost During Some of the More Common 
Operations. J. Am. M. Ass., 1924, \xxxiii, 1075. 


The determinations reported were made by the 
colorimetric method. The estimations made were 
as follows: 
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SURGICAL TECHNIQUE 


RESULTS OF ESTIMATIONS 
Operation 
1. Abdominal incisions: Blood lost 
\. Midline or right rectus: 
. Suspension of uterus, ew 
. Hysterectomy, appendec 
Suspension of uterus (Baldy. W ebster) 
Panhysterectomy 
. Appendectomy 
. Panhysterectomy for large fibroids 
. Hysterectomy, appendectomy 
. Gastrectomy, Pélya method, carcinoma 
Cholecystectomy 
. Cholecystectomy 
. Cholecystectomy 
. Exploratory laparotomy, appendectomy, plastic 
operations on both ovaries 
13. Exploratory laparotomy 
14. Appendectomy, repair of abdominal wound, and 
separation of adhesions 


Hernia: 
15. Left inguinal 
16. Left inguinal 


McBurney: 
Appendectomy... . 
. Appendectomy. 
. Appendectom 
. Appendectom 
. Appendectomy 
. Appendectomy. . 


2. Other 

3. Thyroidectomy 
. Thyroidectomy, adenomata, local 
Thyroidectomy, adenomata 
. Thyroidectomy 
. Radical breast amputation for cancer; removal of 

pectoral muscles and axillary dissection 

. Double simple breast amputation for non-malig- 


. Double simple breast amputation for non-malig- 
nant disease 


31. Sequestrectomy, tibia 
. Sequestrectomy, tibia 
. Laminectomy, fracture of spine 
of middle finger, metacarpophalangeal 


These figures represent at least the minimum 
blood lost at each operation. Errors were due chiefly 
to the impossibility of recovering all of the hemo- 
globin from the sponges, linens, and instruments. 
The data furnish a satisfactory basis for the study of 


161 


operative hemorrhage and its postoperative conse- 
quences. They show that a patient in fairly good 
physical condition may lose from 600 to 700 c.cm. of 
blood without any apparent harmful effect on his 
general condition or postoperative convalescence. 
The conclusion seems warranted also that an adult 
in good health will not manifest serious effects from 
hemorrhage until the amount of blood lost is be- 
tween 800 and 1,000 c.cm. A gradual reduction in 
hemoglobin is less apt to be fatal than a sudden 
reduction. Emir C. Rosttsuek, M.D. 


ANESTHESIA 


Loewy, R.: Ether Anesthesia (Anesthesia par 
Vether). Bull. et mém. Soc. des chirurg. de Par., 1924, 
xvi, 394- 

A young woman suffering from appendicitis was 
prepared for operation. Ether was administered by 
the Ombredanne apparatus (rebreathing), but al- 
though all tests made by Loewy showed that ether 
vapor was pouring out of the mask, the patient re- 
sisted the anesthetic for thirty-five minutes. Chlo- 
roform was then used successfully. Convalescence 
was normal except for a slight icterus and fever. 

In the discussion of this report the statement was 
made that ether as sold varies in its chemical com- 
position and may not be true ether. A case was cited 
in which chloroform and ethyl bromide failed to 
anesthetize a young boy. One speaker suggested 
that the patient might have been anesthetized and 
yet have remained conscious. Loewy denied that 
the apparatus was defective and stated that the 
brand of ether was one which had been used con- 
stantly with success. He reported two other in- 
stances of patients talking and remembering con- 
versations during operation when they were appar- 
ently in complete ether narcosis. 

KELLOGG SPEED, M.D. 
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PHYSICOCHEMICAL METHODS IN SURGERY 


ROENTGENOLOGY 


LeWald, L. T.: Lateral Roentgenography of the 
Lumbosacral Region. Am. J. Roentgenol., 1924, 
xii, 362. 

LeWald describes a technique by which it is pos- 
sible to obtain good lateral roentgenograms of the 
sacrum and fifth lumbar vertebre. 

From his study he draws these conclusions. 

1. The lumbosacral angle varies greatly in normal 
persons. The average is between 42 and 45 degrees. 

2. In the newborn child the angle is considerably 
greater than in the average adult. 

3. Before a roentgenological diagnosis of lumbo- 
sacral dislocation can be made a lateral view is 
necessary. Cuartes H. Heacock, M.D. 


Clark, W. L., Morgan, J. D., and Asnis, E. J.: A 
Preliminary Report on a Modified X-Radiation 
Technique. Radiology, 1924, iii, 273. 

In the past, the entire aim in radiation has been 
destruction. It is time to realize that the biological 
response to radiation is too variable to serve as a 
basis upon which to establish a lethal carcinoma 
dose. The object of radiation therapy will be better 
attained if the dosage is such as will cause the sur- 
rounding healthy tissues to react more vigorously 
against the invading malignant cell. 

The authors believe they have found a dose of 
just sufficient intensity to provoke a maximum 
stimulation of the surrounding normal tissues. For 
this they suggest the term ‘“‘physiological dose.” 
They use 220 kv., 4 ma., a distance of 50 cm., 0.75 
mm. of copper, 1.0 mm. of aluminum, and large 
portals. Radiation is given for an average of three 
minutes twice daily in cases of superficial lesions and 
for ten minutes once or twice daily in cases of deep 
lesions. 

These treatments are followed very soon by 
shrinkage and softening of the tumor accompanied 
by improvement in the general condition. Histo- 
logical studies show first a round-cell infiltration and 
later a vacuolization of the cancer cells, loss of cell 
outline and staining properties, and beginning 
hyalization. 

The article is illustrated with seventeen excellent 
cuts showing the microscopic and gross changes in- 
duced by the physiological dose. 

H. Heacock, M.D. 


Beets, H. N., and Arens, R. A.: Physical Measure- 
ments and Comparative Technique in Rela- 
tion to Biological Dosage. Radiology, 1924, iii, 
293- 

Technique or dosage in roentgen therapy is 
generally stated in the following terms: peak volt- 


age, milliamperes, skin-target distance, filter, size of 
field, and time. 

It has been noted that although the first five 
of these factors may be constant, the time required 
to deliver an erythema dose varies in the use of 
different machines. The authors measured the out- 
put of eight high voltage transformers under actual 
treatment conditions with one and the same measur- 
ing device and directly compared five different new 
roentgen-ray tubes operating under identical condi- 
tions and six tubes that had been in constant use for 
various periods of time. One high-grade European 
iontoquantimeter was checked daily for sixty days. 

In this article detailed data of the tests made are 
reported and the results are tabulated. The follow- 
ing conclusions are drawn: 

There are marked differences in the technique of 
the application of the high voltage therapeutic ray 
used by different roentgenologists. 

These differences have their source in the various 
roentgen-ray transformers, the filters, and_ the 
tubes. 

The actual quantity of roentgen ray delivered to 
patients by various experienced operators and the 
patient’s subsequent biological reaction are approxi- 
mately the same, even though the technique em- 
ployed varies considerably. 

As the iontoquantimeter is fairly consistent in its 
readings, a roentgen-ray machine can be checked 
from a biological standpoint fairly accurately and 
should be so checked. 

It is not possible to translate dosage by the peak 
voltage, skin target distance, milliamperes, and 
time. This should be abandoned, as it is very 
dangerous. Hartune, M.D. 


Holmes, G. W., and Dresser, R.: Some Observa- 
tions on Short Wave Roentgen Therapy. Am. 
J. Roentgenol., 1924, xii, 209. 

The authors describe the installation for short 
wave roentgen therapy at the Massachusetts General 
Hospital. The tube is enclosed in a lead-lined box. 
At first only one patient was treated at a time 
through an opening in the top of the box. Later it 
was found that by using the lateral beam two pa- 
tients could be treated simultaneously. 

Measurements of the wave length and depth dose 
showed practically no difference between the direct 
and lateral beams. 

The machine is operated upon 200 kv., 4 ma., 
with a 50-cm. focal skin distance, a 0.5-cm. copper 
filter, and a 2-mm. aluminum filter. When a portal 
of entry of 20 by 20 cm. is used this gives an effective 
wave length of 0.155 A and a depth dose of 35 pet 
cent at 10cm. Three types of ionization measuring 
instruments are employed, viz., the Duane gul- 
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Schematic cross section of treatment couch at the level 
of the tube, showing the method of treating two patients 
at once. 


vanometer, the Friedrich iontoquantimeter, and the 
Dessauer electroscope. The machine is checked up 
every morning. 

The treatment clinic is under the direction of the 
chief roentgenologist who has two assistants. The 
supervision is done by a house officer who serves for 
three months. The machines are operated by a 
graduate nurse. A consultation clinic with spe- 
cialists in the various branches of medicine and sur- 
gery is held daily. 

Radiation sickness is diminished by: (1) a type of 
installation which eliminates noxious gases in the 
therapy room; (2) the employment of smaller portals 
of entry; (3) the extension of a course of treatments 


over a period ranging from ten days to two weeks. 
Water-phantom measurements indicate that at a 
depth of 10 cm. about the same dose can be admin- 
istered by the short wave lengths with only one-half 
of an erythma dose to the skin as can be administered 
by the longer wave lengths (a g-in. spark gap and 
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4-mm. aluminum filter) with a full erythma dose to 
the skin. These measurements were made with the 
use of two portals of entry measuring 20 by 20 cm., 
one anterior and one posterior. 

Cartes H. Heacock, M.D. 


RADIUM 


New, G. B., and Figi, F. A.: Treatment of Fibro- 
mata of the Nasopharynx: Report of Thirty- 
Two Cases. Am. J. Roentgenol., 1924, xii, 340. 


New and Figi report the results obtained in thirty- 
two cases of fibroma of the nasopharynx treated in 
the period from 1910 to 1923 inclusive. This group 
includes only the hard fibromata. ‘Twenty-nine 
(90.6 per cent) of the patients were under 25 years 
of age at the time of examination, and three (9.3 per 
cent) were between 27 and 31 years old. Radium 
was applied by means of a T-shaped lead applicator, 
radium needles, or radium seeds. 

From 1910 to 1915, eight patients were treated 
before radium came into use. Of these, five were 
operated on, with two operative deaths, and three 
cannot be traced. Only three of the eight patients 
were examined. From 1915 to 1923, twenty-four 
patients were examined after the use of radium. 
Fifteen have been cured. Four, who could not be 
traced, had improved under treatment. Only one 
patient was examined; the remaining four were still 
under treatment, having registered at the Clinic 
during 1923. 

Eleven (73 per cent) of the patients who were 
cured were between the ages of 13 and 22 years, 
and four (26.6 per cent) were between the ages of 
24 and 32 years. 

Radium irradiation is the treatment of choice for 
fibromata of the nasopharynx. With its use the usual 
operative mortality in these cases is eliminated. In 
most of the cases reported in this article the tumor 
cleared up entirely, and in the others it was held in 
check during its period of activity. 
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MISCELLANEOUS 


CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Seelig, M. G.: Diabetes Surgery. Am. J. M. Sc., 
1924, clxviii, 495. 

The normal content of sugar in the blood ranges 
from o.1 to 0.16 per cent. A content above these 
limits during fasting means diabetes. If the renal 
threshold is abnormally low, sugar may be found in 
the urine when the blood content is normal. On the 
other hand, a high threshold, such as is frequently 
seen in nephritis, may be responsible for the absence 
of glycosuria even when the blood sugar is pathologi- 
cally high. The latter condition is of importance 
from the standpoint of surgical disaster because it is 
often unrecognized. 

From the point of view of surgery there are three 
groups of diabetics: (1) those with an unrelated 
surgical condition, such as hernia, fibroid, or pro- 
static hypertrophy, which is of more importance 
than the diabetes; (2) those with gangrene; and (3) 
those with a cutaneous or visceral suppurative infec- 
tion. 

Insulin prevents the onset of coma, raises the gen- 
eral resistance to infection, and insures better heal- 
ing. Despite its use, however, the indications for 
operation are limited since diabetes predisposes to 
undesirable postanesthetic and postoperative se- 
quelaw. As patients in Group 1 are poorer risks than 
non-diabetic patients, operation should per- 
formed upon them only when the risk of the surgical 
condition is greater than the danger of operation. 

Diabetic gangrene usually requires high amputa- 
tion; conservative measures are dangerous. When 
the gangrene is overshadowed by cellulitis or lymph- 
angeitis, delay is permissible to combat the infection. 
In the interval, dietetic and insulin management 
should be instituted. If the gangrene occurs else- 
where than on the extremities, only conservative 
measures may be used. In cases with suppurative 
conditions, operative treatment must be carried out 
with measures to correct the sugar metabolism. 

Proper treatment causes: (1) a drop in the blood 
sugar, (2) a decrease in or the disappearance of the 
ketone bodies, and (3) an increase in the alkali re- 
serve and carbon-dioxide combining power of the 
blood. M. ZimMerRMAN, M.D. 


Slye, M.: The Fundamental Harmonies and the 
Fundamental Differences Between Spontane- 
ous Neoplasms and All Experimentally Pro- 
duced Tumors. J. Cancer Research, 1924, viii, 240. 


There are certain fundamental harmonies and 
certain fundamental differences between spontane- 
ous neoplasms and artificially produced tumors. All 
tumors, both spontaneous and experimental, have 


been shown to depend fundamentally upon the ip. 
herited predisposition of the animal’s tissues. 

The successful grafting of tumors depends funda. 
mentally upon the inherited tendency of the ani- 
mal’s tissues to regenerate normally and furnish 
proper conditions of attachment and food, instead 
of abnormally as is the case in spontaneous cancer 
The production of tumors of the liver, stomach, an( 
intestines by parasitic infestation depends upon 
the inherited tendency of the animal’s tissues t 
attempt regeneration under such irritation and the 
power of the experimental method to overcome such 
normal regenerative powers as the animal’s tissue: 
may possess, thus causing abnormal proliferation. 

Many animals and many strains thus far tested 
by both the artificial introduction and the normal 
ingestion of parasites have been unable to regener. 
ate the irritated tissues either normally or abnor- 
mally, their organs merely going to pieces in degen- 
erative changes. 

From tar-painting, the same type of squamous- 
cell carcinomata of the skin arise as arise sponta- 
neously from similar chronic skin lesions in mice, 
produced by many other causes. A thorough test of 
this type of experiment will probably show that its 
success depends upon the inherited tendency to 
skin carcinoma, and that the same result can be 
produced equally well by other types of chronic 
attacks upon susceptible skin. 

The fundamental difference between spontaneous 
neoplasms and artificially produced tumors seems to 
be that the spontaneous tumor is the product of the 
animal’s own inherent metabolism—that is, the 
inherited tendency to regenerate abnormally under 
various assaults upon the tissues—while, to date, 
artificially produced tumors seem to indicate that 
the violence of the method has overthrown inher- 
ent cancer-resistant mechanisms and probably also 
other vital fundamental metabolic mechanisms. _ 

These harmonies between spontaneous and arti 
ficially produced tumors suggest that it may be pos- 
sible to strengthen the cancer-resistant mechanisms, 
and that there are mechanisms that cannot be over 
thrown by the most violent and long-continued 
methods vet attempted. Cart D. Netpnorn, M.D. 


GENERAL BACTERIAL, MYCOTIC, AND 
PROTOZOAN INFECTIONS 


Rosenow, E. C.: Streptococci in the Etiology of 
Epidemic Encephalitis, Spasmodic Torticollis, 
Respiratory Arrhythmia, and Chorea. /- 
Lancet, 1924, xliv, 470. 


In earlier experiments with encephalitis, intrave- 
nous inoculation of a suspected streptococcus some- 
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MISCELLANEOUS 


times produced encephalitis, but not sufficiently 
often for routine analysis. Because of previous ob- 
servations of extremely specific effects in this group 
of organisms it was thought that the intracerebral 
injection of small amounts of suspensions of naso- 
pharyngeal swabs and pus from tonsils or cultures 
thereof might serve to separate the neurotrophic 
strains from the saprophytic organisms. This as- 
sumption was correct. The method has been used 
in a study of various forms of encephalitis, epidemic 
hiccough, and allied conditions, including acute 
chorea. 

The organisms isolated in these diseases are simi- 
lar in morphology, cultural characteristics, and gen- 
eral virulency, but are very different in their localiz- 
ing and symptom-producing power. With the 
respective strains the main symptoms and essential 
lesions have been reproduced in animals. 

From the inception of this work it was realized 
that extraordinary proof of causal relationship 
would be required in this field as the organism is of 
quite ordinary morphology. This requirement has 
been fulfilled as may be seen in the experiments of 
published reports and has been verified in a new 
series of experiments. The specificity of the respec- 
tive strains is often remarkable. Thus, in the case of 
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the strains from epidemic hiccough, spasms of the 
diaphragm were produced not only with the living 
streptococcus, but also with the corresponding dead 
organisms and with filtrate of actively growing cul- 
tures. This symptom never developed following the 
injection of the dead bacteria and filtrates after the 
living streptococcus had lost the power to incite 
spasms of the diaphragm. 

Contrary to current conceptions, the organism 
has been consistently demonstrated in the lesions in 
the brain in fatal cases of acute encephalitis in man 
and in lesions produced experimentally in animals, 
and was absent remote from the lesions. It varies 
greatly in size and shape and has been repeatedly 
isolated from filtrates of nasopharyngeal washings 
and of emulsions of the brain in fatal cases and of 
animals in which the disease was induced experi- 
mentally. The respective strains have similar anti- 
genic and immunological properties, and specific 
agglutinins have been demonstrated in the blood of 
patients recovering from acute attacks. The re- 
quirements for causal relationship of the strepto- 
coccus in question to the diseases studied would 
seem to be fulfilled, and a rational basis for preven- 
tive and specific therapeutic procedures in a most 
deplorable group of diseases is at hand. 
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